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ADDING STATE COUNTS OF THE SEVERELY 
AND PERSISTENTLY MENTALLY ILL 


A.P. Schinnar, Ph.D., A.B. Rothbard, Sc.D., and R. Kanter 


ABSTRACT: This paper reports on an empirical analysis of definitions of severe and persistent 
mental illness in three states: New Jersey, New York, and Pennsylvania. The objective is to 
determine whether the counts of the severely and persistently mentally ill produced by individual 
states are additive and meaningful in the aggregate. The definition of severe and persistent 
mental illness is applied to an inner-city sample of clients in order to establish empirical 
estimates of the variance in the definitions. The characteristics of individuals identified as 
seriously mentally ill across all three states are examined to develop a framework for reporting 
meaningful national estimates. 


Can a meaningful national estimate of the severely and persistently men- 
tally ill (SPMI) be obtained by simply adding up the number of SPMI as 
reported by each state? The recent passage of Public Law 99-660 (The Compre- 
hensive Community Mental Health Planning Act, 1986) requires states to develop 
comprehensive mental health service plans for the seriously mentally ill. Such 
plans must contain counts of current service recipients as well as established 
numerical targets for service delivery. Title V of PL99-660 does not give 
specific guidelines for defining the SPMI; instead, states are asked to develop 
their own definitions. To meaningfully add counts of SPMI across states 
requires that the populations of seriously mentally ill patients be defined 
similarly. Recent papers report considerable inconsistency among state defini- 
tions of SPMI, calling into question the validity of a national estimate of SPMI 
based on the sum of state counts (Hoff, Ashbaugh, Schneider, Goldstrom, & 
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Manderscheid, 1983; Schinnar, Rothbard, Kanter, & Adams, 1990; Schinnar, 
Rothbard, Kanter, Jung, 1990). 

Benchmark national estimates of counts of SPMI were obtained by several 
authors in recent years using Social Security Administration files and data 
from the Survey and Reports Branch of the Division of Biometry, National 
Institute of Mental Health (Ashbaugh, Leaf, Manderscheid, & Eaton, 1983; 
Ashbaugh & Manderscheid, 1985; Goldman, Gatozzi, & Taube, 1981; Krute 
& Burdett, 1978). In one instance, these estimates were used by the National 
Alliance for the Mentally Ill (Torrey, Wolfe, & Flynn, 1988) to develop state- 
specific estimates of SPMI based on population size. But these apportioned 
state level “counts” do not reflect variations across states in the socio- 
demographic attributes of the at-risk population nor are they particularly 
policy relevant because of the absence of local mental health service system 
characteristics. Hence, this approach, while offering meaningful estimates of 
national statistics, provides little guidance for developing services at the state 
level. 

In order to obtain better national and local counts of SPMI it is imperative 
that an accounting framework be introduced to formulate definitions of SPMI. 
In this paper an exploration of such a framework is offered by operationalizing 
the definitions of SPMI as they appear in three states’ planning documents. 
These definitions are then applied to a representative sample of outpatient 


clients receiving public mental health services in one of Philadelphia’s inner 
city neighborhoods. Prevalence estimates of the SPMI are obtained for each 
state definition and similarities and differences in the characteristics of the 
SPMI populations across states are examined. Finally, a system is proposed for 
reporting state counts of the SPMI that would allow states to retain flexibility 
in setting diverse service goals, yet enable meaningful aggregation of state 
reports into national estimates of the severely and persistently mentally ill. 


METHODOLOGY 


State Definitions 


A cursory review of state definitions of the seriously mentally ill suggests that 
a comparable population might be considered by many states. We select the 
state definitions of Pennsylvania (PA), New Jersey (NJ), New York (NY) 
because of their geographic contiguity and their use of a SPMI definition to 
guide the selection of clients for case management programs. 

In Pennsylvania, persons are considered to have a serious or persistent 
mental illness if two of three conditions are met: 1) a diagnosis of schizophrenia 
or affective disorders; 2) a lengthy stay in a state hospital or multiple admis- 
sions to a general hospital; multiple emergency room contacts or continuous or 
intermittent course of outpatient treatment over a three-year period; 3) a low 
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level of functioning or a somewhat higher level of functioning for young adults 
with a history of aggressive behavior (Commonwealth of Pennsylvania, 1988). 

In New Jersey, adult clients residing in the community are defined as SPMI 
if their level of functioning at admission to the mental health system is at or 
below average and 1) the length of the current treatment episode is one year or 
more; or 2) they have a previous admission to a state or county psychiatric 
hospital. Patients currently at a county or state psychiatric hospital are consid- 
ered SPMI if their current length of stay (LOS) is six months or longer, or if 
they had a prior institutional episode (State of New Jersey, 1983). 

In New York, the “seriously and persistently mentally ill” must meet three 
criteria: 1) a psychiatric diagnosis in specific categories; 2) a functional disabil- 
ity reflecting impairment in self-care, social functioning, activities of daily 
living, economic self-sufficiency, self-direction and the ability to concentrate; 
and 3) some service utilization over the past two years and either a history of 
repeated hospitalizations and/or ER contacts and/or admission to certified 
community programs or length of stay at a state hospital or a residential setting 
or qualify for SSI benefits by virtue of mental illness (State of New York, 
1990). 


Operationalization Criteria 


In contrast to the appearance of similarity of the populations described as 
SPMI by the above definitions, when the “fine print” of each definition is 
operationalized and applied to a common sample of clients, considerable 
variance is found. To operationalize these definitions, patient attributes and 
service criteria found in each state document were organized into three major 
categories reflecting diagnosis, disability and duration. Diagnosis was de- 
scribed by broad ICD-9 classifications: organic psychosis, non-organic psy- 
choses, neuroses, general mental disorders and mental retardation. Disability 
was characterized by level of functioning scales or specific impairment levels 
reflecting activities of daily living and basic needs, social functioning, perfor- 
mance in employment and non-work activities and the patient’s reliance on 
psychosocial drugs or other clinical support. The duration criterion included 
duration of illness and care as well as frequency and continuity of past episodes 
of hospitalization, institutionalization and community-based services. A com- 
plete description of the operationalization of each state definition is found in a 
Wharton Policy Modeling Report (Wharton PMW Report No. 8902, 1989) 
and related publications (Schinnar, Rothbard, Kanter, & Adams, 1990; Schin- 
nar, Rothbard, Kanter, & Jung, 1990). 


Study Population 


Computer programs containing the state definitions of SPMI cited above 
were applied to a 16% representative sample of clients (n = 222) who received 
public mental health services during a two-year period (July 1984 to June 
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1986). The population selected for this study resided in West Philadelphia and 
had an admission to the catchment area Community Mental Health Center 
(CMHC) between January 1981 and December 1984 (Schinnar, Rothbard, & 
Hadley, 1989). West Philadelphia is an inner city area with a large number of 
Medicaid recipients (60%) and a high percentage of Medicaid clients who are 
recipients of SSI benefits (41%). The clients using the mental health system are 
predominantly black (89%), unmarried (60%), between the ages of 21 and 29 
(62%), with 36% having a diagnosis of schizophrenia or affective disorder. 


Data 


The client data base used for the analysis contains a comprehensive history 
of mental health services that was constructed by integrating seven data 
sources containing information from the state hospitals, general hospitals, the 
county forensic unit, the catchment area emergency room and all outpatient 
and partial care contacts from comraunity providers over a two-year period. 
The integration of service data was necessary because of the fragmented nature 
of the service system in the community and the limited number of variables 
found in each data base. In addition, clinical records containing detailed 
information on duration of illness, disability, employment history, functional 
status, diagnosis, symptoms, and a variety of demographic and social variables 
were abstracted from the CMHC files (Rothbard, Schinnar, Hadley, & Rovi, 
1990). 


RESULTS 


Prevalence Estimates 


Estimates of prevalence of the SPMI in a treated, urban population range 
from 40% to 59%: Pennsylvania and New York at 40% and New Jersey at 
59% are neighboring states, yet are considerably apart in their estimates. In a 
related paper (Schinnar, Rothbard, Kanter, & Jung, 1990) prevalence esti- 
mates are compared of ten state definitions ranging from 38% to 72%. The 
40% to 59% range also encompasses two thirds of seventeen definitions that 
appeared in the literature over the past decade (Schinnar, Rothbard, Kanter, 
& Adams, 1990). Comparable estimates were also obtained by Hargreaves, 
LeGoullon, Gaynor, Attkisson, and Bloch (1984). 

Figure 1 provides a graphic portrayal of the overlap of these states’ defini- 
tions. Each circle represents the relative size or percent of total of the SPMI 
population according to the state’s definition. The numbers within each circle 
are percentages that add up to the total state prevalence estimate. The sections 
of the circles created by the intersection of the three circles give percent 
estimates of the inclusive or common and exclusive or uncommon parts of the 
definitions of one state with the other two states. 
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FIGURE 1 
Intersection of Three-State Definitions of SPMI 


NY 40% 


For example, New York’s 40% prevalence estimate divides into three 
groups: those 8% that qualify as SPMI under the NY definition alone, those 
7% that are common to NY and NJ but not PA, and those 25% that qualify 
under all three state definitions. Thus, about 25% of the SPMI under the New 


York definition would have access to services under PL 66-990 irrespective of 
their location of residence (NY, PA, or NJ). 

The SPMI population according to the PA definition is nearly all subsumed 
within the NJ definition. NJ divides into four parts: the 25% of SPMI shared 
by all states (NJ, NY, PA), those 7% shared with NY, those 12% shared with 
PA and those 16% that qualify under the NJ definition alone and not under 
NY or PA. 


Characteristics of Subpopulations 


An interesting typology of the SPMI emerges from an examination of the 
clinical characteristics and service patterns of the SPMI population subgroups 
formed by the intersections of the NY, NJ, and PA state definitions (Table 1). 

The first group consists of clients commonly identified as SPMI by all three 
states (25% of total). They are predominantly diagnosed as schizophrenic, 
about half are beneficiaries of SSI, most are on medication or have been 
admitted to three or more mental health services over the past two years and 
nearly half received community-based services four consecutive quarters or 
more. The patients in Group I are clearly the most severely and persistently 
mentally ill. 

The second group consists of those who were defined as SPMI by PA and NJ 
but not by NY (12%). More than half of these clients have a diagnosis of 
schizophrenia. In relationship to the other groups, a large percent have a 


7 
1 / 
PA NJ 
40% 59% 
31 


TABLE | 
Clinical Attributes and Service Histories of SPMI Subgroup 


State SPMI Groups Group I (25%) Gr 
Sample Size n= 56 

Severity and Persistence Most Severe 

of Impairment & Persistent E 
% Schizophrenia 75 

% SSI Beneficiaries 50 

% on Medication 86 

% with Multiple Disabilities 100 

% Prior Institutionalization 5 

% wi/ Consecutive Outpt. Service 47 

% wi/ Multiple Services (3 or More) 89 


w/ First Admissions to CMHC 


30 


LE 1 
-oups (Percent of Total Population Within Each Group) 


Group IT (12%) Group IIT (15%) Group IV (16%) 
n= 27 n = 33 n= 36 


Most Severe & Less Severe & 
lot Persistent Not Persistent 


Less Severe 
But Persistent 


59 25 14 
15 39 6 
63 77 52 
50 100 65 
30 0 6 
33 6 11 
52 75 17 
41 48 63 
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history of prior state institutionalization, few are SSI beneficiaries and have 
more than one disability and about two thirds are on medication. Less than a 
third have used community-based services continuously for four quarters or 
more. These patients appear less severe but have a history of institutionaliza- 
tion and continue to rely on community-based services. We might consider 
Group II patients chronic but not as severely impaired as Group I. 

The third group of clients combines two: those 7% who are SPMI according 
to NY and NJ definitions and not PA, and those 8% who are SPMI according 
to NY alone. Fewer among these clients have a schizophrenia diagnosis, all 
have multiple disabilities, but none have a prior history of institutionalization. 
A large proportion have used a combination of three or more services in the 
past two years, about a third are SSI beneficiaries, many are on medication, 
but few have used community-based services continuously for four quarters or 
more. Group III (15% of total) may be regarded as severely but not necessarily 
chronically mentally ill at present. 

The fourth group consists of clients who are designated SPMI by NJ but not 
NY or PA (16%). A high percent of these clients are first admissions to the 
community mental health system, nearly half require no medication, few are 
SSI beneficiaries or have a diagnosis of schizophrenia. Group IV appears to be 
moderately disabled with the persistence of their disability not apparent from 
their current service history. They are least likely to be counted with the SPMI 
in most states. 


DISCUSSION 


The analysis in this paper demonstrates that at most, 25% of the SPMI 
agreed upon by PA, NY, and NJ (Group I) are additive across the three states. 
The 25% reflect a population that appears to be severely and persistently 
mentally ill. Group II, which contains clients who are severe but not persistent, 
encompasses all of the remaining NY clients, half of the NJ clients, and none of 
the PA group. Thus, any three-state aggregate account of the SPMI that 
includes this population would underestimate the number of persistently ill 
mental patients. Group III, which is less severely but persistently impaired, 
constitutes a third of the PA estimate and about a fifth of the NJ definition. 
They are included in both states and are therefore additive across the two-state 
total. Their absence from the NY definition, however, precludes aggregation 
across the three states. 

These figures suggest that the NY definition stresses the severity criteria 
whereas the PA criteria is more concerned with persistence of the disability or 
chronicity. While the severely and persistently impaired can be found in both 
definitions, the populations defined by the two definitions are not readily 
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comparable. Adding the number of SPMI in these two states should yield a 
good estimate of the severely and persistently ill but would grossly underesti- 
mate those with severe but non-persistent disabilities and others with persistent 
but less severe impairments. 

Our review of 10 state definitions of SPMI (Schinnar, Rothbard, Kanter, & 
Adams, 1990) reveals that state definitions that focus on the “persistence” of 
mental impairment tend to be less particular in gauging severity levels and thus 
inclusive of patients with more moderate impairment levels, while state defini- 
tions that focus on the severity (seriousness) of disability are less attuned to the 
differentiation between persistent and transitory patterns of illness. New York 
is an example of a definition that has a refined criterion for severity but does 
not discriminate well between patterns of illness, whereas many of Pennsylva- 
nia’s criteria are designed to differentiate between the chronic and the episodic 
patterns of mental impairment but use a functional assessment scale (LOF) 
that is either unreliable or not sufficiently sensitive for discerning severity 
levels. 

If New York and Pennsylvania were to rewrite their SPMI definitions so as 
to clearly identify the patterns and severity of impairment one could readily 
determine the portions of the SPMI population in both states that are compara- 
ble or different. Before doing so it is necessary however, that better guidelines 
be developed for the severity scale as well as for clear and meaningful defini- 
tions of persistence of illness. 

To guide the development of a framework for reporting counts of SPMI 
across states we cite operational definitions developed by North Carolina and 
New Jersey. North Carolina’s definition relates functional impairment to levels 
of service: One level of service is targeted to individuals whose “impairments 
may be either severe by temporary, or less severe but persistent.” Another level 
of service is directed to those with severe and persistent impairments who are 
“unable to live in the community without appropriate ongoing support” (State 
of North Carolina). New Jersey’s newly proposed set of definitions for the 
target population under PL99-660 further differentiates among “severe and 
persistent,” “severe (but not persistent)” and “persistent (but not severe)” men- 
tal illness (New Jersey State Mental Health Plan, 1989). While in North 
Carolina the “functional” population groups establish eligibility for various 
levels of service, in New Jersey the “clinical-related groups” are intended to 
improve planning and management of resources. 

Both North Carolina and New Jersey employ a functional assessment scale 
to establish severity levels of impairment (extreme, marked, moderate, mild) 
(Goldman, 1985; Hargreaves, 1988). When these scales are combined with a 
pattern of illness criterion (persistent, transitory, or episodic) we are able to 
construct a convenient framework for classifying and reporting SPMI popula- 
tions across states. 
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CONCLUSION 


The framework proposed for achieving comparability and additivity of the 
SPMI across states uses a common reporting approach as opposed to a uniform 
definition. Another method might entail the adoption of a national consensus 
definition of SPMI as recently proposed (Bachrach, 1988, Goldman, 1985; 
Hargreaves, 1988). However, we believe that mental health care needs are too 
heterogeneous across the country and resources available to meet such needs 
are too unevenly distributed to make a consensus definition of SPMI a practi- 
cal tool. Instead, we suggest that federal agencies such as the NIMH and 
national organizations such as NASMHPD and NAMI promote development 
of a consistent framework for counting and reporting services for the SPMI. 
States should remain free to develop definitions that suit their local needs best, 
but be encouraged (or mandated if PL66-990 were to be amended) to formu- 
late their definitions in a manner that is consistent with the components of the 
framework (Schinnar, Rothbard, Kanter, & Adams, 1990). 

Recent authors advocate new definitions that move away from using service 
histories as a basis for defining SPMI (Bachrach, 1988) although the inclusion 
of history of psychiatric hospitalization (together with diagnosis and duration) 
has been proposed as recently as 1981 (Ashbaugh et al., 1983). We believe that 
these new proposals have many merits yet they are lacking in practicality 
because counts of clients at the locus of service provision often provide the only 
available estimate of the number of mental patients. Clients with severe and 
persistent impairment are expected to be found principally in institutional or 
residential settings, and clients with severe but transitory impairment at com- 
munity hospitals. Patients with marked and persistent impairment levels may 
frequent partial care or day hospitals while clients whose impairment level is 
marked but transitory are more likely to be found in outpatient and social and/ 
or vocational rehabilitation centers. Clients with moderate or mild impairment 
may rely principally on outpatient services offered by CMHCs. 

Naturally, this simple mapping does not apply uniformly across all states: 
states with few CMHCs may offer little in the form of public services to the less 
severe patients; states with no social/vocational rehabilitation centers may 
serve clients with marked but transient impairment through day hospitals or 
perhaps even in institutional settings; and states with few state hospital beds 
may rely on a combination of general hospital beds and outpatient services to 
serve the severely and persistently mentally ill. 

Despite this limitation, we believe that it would be useful for definitions of 
SPMI, as they evolve, to take explicit account of severity levels of impairment, 
pattern of illness, and locus of care. Having such a classification of recipients of 
mental health care in state reports under PL66-990 will contribute signifi- 
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cantly to the reliability and validity of any national estimates of SPMI that are 
based on such figures. 
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REHABILITATION SERVICE NEEDS 
OF CLINIC PATIENTS: A PROGRAM 
PLANNING PERSPECTIVE 


Harvey J. Lieberman, Ph.D. 


ABSTRACT: This study reviews unmet rehabilitative needs survey data for a large outpatient 
clinic population. Findings indicate that despite relative availability of services, 35.4% of the 
group had unmet needs. This estimate is a conservative one, derived from a provider-based 
assessment methodology. Program planning issues highlighted by the survey are discussed. 


During the past three decades, the widespread establishment of community 
services to provide for the care of the seriously mentally ill has changed the role 
of the outpatient clinic. Rather than being almost the sole provider of post- 
hospital treatment for chronic patients and an extension of the inpatient 
custodial care ethic into the community, the clinic is now frequently but one 
component in comprehensive mental health service networks (Talbott, 1981) 
or community support systems (Stroul, 1989). Nevertheless, the clinic, under 
varying forms of sponsorship, has remained a primary institutional source of 
outpatient care for seriously ill patients (Rosenstein, Milazzo-Sayne, & 
Manderscheid, 1989). 

Along with community service development, there has been a substantial 
shift beyond mere recognition of the need for active community-based reha- 
bilitation programs to the formulation of systematic plans for the routine 
implementation of such programs (Anthony, Cohen, & Farkas, 1982). Signs of 
this alteration in practice are case management programs going beyond the 
coordination of sustenance-oriented services into rehabilitation (Bachrach, 
1989), an increasing number of prosthetic residential treatment systems (Lieb- 
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erman et al., 1985), and the appearance of psychiatric rehabilitation as an 
imperialistic interdisciplinary area (Anthony, 1988). However, despite these 
meaningful achievements, the few published community rehabilitation surveys 
that have focused on unmet needs associated with service delivery sites either 
group all modes of aftercare together (Solomon & Davis, 1985) or refer to the 
needs of day hospital patients (Brewin, Wing, Mangen, Brugha, & MacCar- 
thy, 1988; Lieberman, 1991). These studies, which, typically, have analyzed 
community mental health systems and therefore have limited generalizability, 
tend to show a gratifying availability of core treatment services in conjunction 
with substantially unmet rehabilitation service needs. Little documentation 
other than global statements of need exists in the professional literature regard- 
ing the status of rehabilitation services for patients served by outpatient clinics 
(Carling & Broskowski, 1986). 

The goal of this investigation was to generate survey data for program 
planning purposes that would offer a clinical-rehabilitative profile and describe 
unmet rehabilitation service needs of the outpatient clinic population of a large 
urban community mental health system (CMHS). Since the CMHS under 
review is well studied and has a modern system configuration (Lieberman et 
al., 1988; Lieberman & Sacks, 1990), the administrative implications of this 
data and its relationship to program planning are relevant to similar public 
systems. 


STUDY SETTING 


The CMHS operating the clinics that are the subject of this paper is South 
Beach Psychiatric Center (SBPC), a New York State Office of Mental Health 
agency. Described extensively elsewhere (Lieberman et al., 1988), it is a well- 
integrated, high-volume facility providing all levels of care for seriously ill 
patients in its catchment area of West Brooklyn and Staten Island, New York 
City. Because there are over 4,000 outpatients and only a 385 inpatient bed 
capacity, the community is regarded as the primary treatment or rehabilitation 
site. Outpatient care is provided through an array of clinics, day treatment 
programs, vocational programs, intensive case management, and other out- 
reach programs. The clinics, which by virtue of patient population size are the 
main centers of CMHS care, are sited in each of the seven districts that 
compose the catchment area. Their operations are coordinated with similar 
geographically dedicated inpatient units and day treatment programs. 

Patients are referred to the clinics from outside community sources and from 
the CMHS’s inpatient units and day treatment programs. They are offered a 
wide range of assessment, therapeutic, and rehabilitation services including 
psychotropic medications. Crisis, as well as long-term care, is provided by a 
multidisciplinary professional staff. Due to the needs levels of clinic patients, 
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their service plans are frequently so complex that case management is regarded 
as a core service provided all patients. 

In 1987, the year in which this study was conducted, the daily enrollment of 
the clinics ranged from about 360 to 700, totaling approximately 3,300. About 
44% of 2,260 admissions originated from CMHS inpatient programs; 5%, 
from CMHS day treatment programs; 3%, from other CMHS outpatient 
programs; and the remainder, from community sources. Of discharges, 31% 
of 2,430 were transferred to CMHS inpatient units; 4% to CMHS day 
treatment programs; and 3%, to other CMHS outpatient programs. The 
remainder were terminated or referred to other providers. 


REHABILITATION NEEDS SURVEY METHODOLOGY 


Data presented in this study were obtained from an especially designed 
survey instrument that was used to collect chart and patient interview informa- 
tion from a randomly selected sample of 12% of all clinic patients enrolled on 
March 31, 1987. Of the 396 sample patients registered in the seven CMHS 
clinic programs on that date, data for 370 patients were available and collected 
during the month of May 1987. 

Material for the questionnaire was selected by a survey design committee of 
senior facility clinical-administrators. The New York State Office of Mental 
Health Level of Care Survey (OMH 103, 1986) was used to develop a portion 
of the item pool. The final questionnaire relied mainly on fill-in or checklist 
types with a few rating-scale items. The content of items included demo- 
graphics, routine clinical information, service delivery plan composition, and 
ratings of rehabilitation needs and potential. A few questions were in the form 
of a semi-structured interview. All material was reviewed for appropriateness 
and ease of administration by clinic program directors. 

Training in survey administration and data collection was relatively brief. 
The survey design committee, in consultation with the CMHS’s program 
evaluation staff, reviewed procedures with the clinic program directors in one 
1'2 hour session. Clinic program directors were given sufficient instruction so 
that they, in turn, could train their therapists, who were responsible for 
completing the questionnaires for their own patients. 


SURVEY RESULTS 


To broadly describe the nature of the clinic survey population, six basic 
demographic, four clinical characteristic, and five rehabilitative variables were 
tabulated for the complete survey sample (N = 370). The six demographic 
variables were gender, age, ethnicity, marital status, education, and source of 
income. On the first of the variables—gender— males are in the minority 
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composing only 39.7% of the sample. With an age distribution for men of 
53.7% (18-40 years old), 27.9% (41-60 years old), and 18.4% (60+ years 
old) and for women of 26.7% (18-40 years old), 40.4% (41-60 years old), and 
32.9% (60+ years old), young adults compose a majority of the males and the 
middle-aged compose the largest portion of the female population. Chi-square 
testing indicates that the distribution of males is significantly younger than of 
females (x = 28.21, p < .001, df = 2). Regarding ethnic status, caucasians 
(72.0%) are in the majority with the remainder consisting of blacks (12.0%), 
Hispanics (12.0%), and other groups (4.0%). On the sociocultural achieve- 
ment variables of marital status, education, and vocational status, only 26.0% 
of the population are presently married and 65.3% are high school graduates 
and only 11.7% are currently employed, part time or full time. 

The four clinical characteristics variables determined in this survey were 
psychiatric diagnosis, history of hospitalization, multiple handicaps, and be- 
havioral danger level. Diagnostic classification data reflect that most patients 
suffer from major psychiatric illness (schizophrenia, 33.0%; major affective 
disorders, 29.7%; other psychoses, 7.7%; personality disorder, 6.6%; other 
23.0%). Almost all patients (92.4%) have a history of hospitalization. Patients 
have a substantial variety of multiple handicaps with 38.0% having a major 
physical problem or handicap, 11.6% being prone to alcohol abuse, and 9.2% 
being prone to drug abuse. Within 30 days of the survey date, 10.8% of the 
sample were thought to be a danger to themselves or others. 

The five rehabilitation variables utilized in this survey are measures of 
community survival skills. Therapists were asked to identify patients who they 
believe could probably or definitely maintain their own home or apartment, 
provide themselves with an adequate diet, manage their own money, use 
public transportation, and maintain competitive, paid employment. Patients 
were judged to have the highest level of skills mastery in the use of public 
transportation (84.6%) and the lowest level of skills regarding their employ- 
ability (37.3%). Money management, diet adequacy, and apartment main- 
tenance were given intermediate rankings with skills mastery levels of 81.3%, 
68.1%, and 66.6%, respectively. 

Table 1 presents service delivery plan data as currently prescribed. In the 
service delivery plan section are listed the main therapeutic and service modal- 
ities either offered directly by clinic staff or coordinated with adjunctive 
programs operated by the CMHS or other agencies. With 81.1% of the sample 
receiving some form of individual counseling or therapy, i.e., crisis, suppor- 
tive, behavioral, or general life skills, this modality is the most frequently 
appearing component in clinic service delivery plans. The majority of patients 
(63.5%) are prescribed psychotropic medication and more than one-fifth 
(22.2%) are receiving some form of group intervention. In addition to these 
basic clinic services, 44.6% participate in adjunctive programs. The most 
common adjunctive modalities are rehabilitative. In total, at least 34.8% of 
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TABLE 1 
Service Delivery Plan Data 


Variable Percentage 


Current Service Delivery Plan for Clinic Patients (N = 370) 
Clinic Program Services: 
Individual Counseling Modalities 81.1 
Group Counseling Modalities 22.2 
Family Therapy 
Psychotropic Medication 63.5 
Other 9.0 
Adjunctive Non-Clinic Program Services: 44.6 
Day Program 8.6 
Psychosocial Club 5.4 
Education 2.2 
Sheltered Workshop 18.6 
Alcohol/Drug Treatment 1.9 
Other 7.2 
Current Total Adjunctive Program Hours: (N = 165) 

1-4 27.9 
5-9 9.7 

10 - 19 21.8 

20 - 30 33.9 

30 + 6.7 


patients participate in adjunct rehabilitation programs: sheltered workshops, 
day programs, psychosocial clubs, and education programs. The sheltered 
workshop is part of the service delivery plan of 18.6% of the sample while day 
programs and psychosocial clubs providing additional program structure with 
a skills training emphasis are part of the service plans of 8.6% and 5.4%, 
respectively, of the survey population. 

The second type of data depicting the current service delivery plan lists 
scheduled program hours/week from all sources. The intensity of supplemen- 
tary service usage is high with over one half of those relying on these services 
(55.7%) receiving between 10-30 program hours/week. The most frequently 
used adjunctive schedule provides between 20-30 hours/week to 33.9% of the 
subsample. 

Table 2 describes those patients with unmet rehabilitation needs in terms of 
their gender, age, and service plans. Over one-third, 35.4%, of the clinic 
population are considered as having unmet needs by their therapists. Of the 
unmet needs population, 48.3% are male—9.7% more than in the general 
clinic population. Among these males, young adults compose the bulk, 64.2%, 
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TABLE 2 
Unmet Rehabilitation Needs 


Variable 


Portion of Survey Sample With Unmet Rehabilitation Needs 
Unmet Needs Group Data (N = 116): 
Male Portion of Unmet Needs Group 
Age Distribution (years): 
18 - 40 
41 - 60 
60 + 
Female Portion of Unmet Needs Group 
Age Distribution (years): 
18 - 40 
41 - 60 
60 + 
Recommended Additional Services for Unmet Needs Group: 
Psychosocial Club 
Vocational Training 
Supported Employment 
Day Programming 
Other 
Additional Recommended Program Hours for Unmet Needs 
Group: 
1-4 
5-9 
10 - 19 
20 - 30 
30 + 


and the oldest males, the smallest portion, only 7.1% of their gender group. 
Since middle-aged males have very similar representation in the unmet needs 
and the complete clinic samples, differences in the two samples between the 
18-40 and the 60+ age groups arise almost entirely from the disproportion- 
ately high assignment of young adults and the disproportionately low assign- 
ment of seniors to the unmet needs group. 

For females, the young adults and the middle-aged are almost equally 
represented at 38.3% and 41.7%, respectively. A contrast of the unmet needs 
female age distribution with that of females from the overall clinic population 
indicates, as in the case of the male sample, young adult females have higher 
and senior females have lower representation among the unmet needs group 
than the complete survey sample. 


18 
Percentage 
35.4 
48.3 
64.2 
28.7 
7.1 
51.7 
38.3 
41.7 
20.0 
22.4 
15.1 
28.5 
6.9 
27.1 
16.9 
24.7 
36.4 
16.9 
5.2 
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To obtain a conservative estimate as to degree of effect of the shift towards 
rating the youngest patients as disproportionately having unmet needs, a chi- 
square test was conducted comparing the age-gender distributions of the 
complete clinic sample with the entire unmet needs sample. This test, which 
measures the degree of the youthful shift in age in the unmet needs group’s 
frequency distribution, is statistically significant (x = 11.16, p < .05, df = 5). 

For the unmet needs cohort, the two most frequently requested additional 
service types are for vocationally related and socialization-type programs. 
Vocational training and supported employment were recommended for 43.6% 
of patients with unmet needs. Using the psychosocial club needs endorsement 
as an indicator, 22.4% of patients with unmet needs are viewed as requiring 
further opportunities for social rehabilitation in a relatively informal milieu. 

The additional program hours/week judged to fill service gaps are substan- 
tial. With a 36.4% endorsement rate, the most commonly selected program 
time period was between 10-19 program hours/week. Over one-half, 58.5%, 
of the underserved population were evaluated as needing more than 10 hours 
of additional rehabilitative-oriented program hours/week. 


POPULATION AND SERVICES CHARACTERISTICS 


With an almost unanimous record of inpatient histories, seriously impaired 
community survival skills, and a substantial proportion of multiple handicaps, 
the clinic population has a clinical-rehabilitative profile commonly associated 
with a high risk for hospitalization (Sylvester & Bean, 1989). To treat these 
patients, CMHS staff have formulated a broad range of flexible service deliv- 
ery plans centered around the clinics. Despite the investment of a considerable 
amount of resources in rehabilitation programming, service needs levels are 
still moderately high with 35.4% of the population judged as having unmet 
rehabilitation needs. As a group, irregardless of diagnostic composition differ- 
ences, clinic patients have many functional and service needs characteristics in 
common with those reported for patients in community support programs 
(Baker & Intagliata, 1984; Intagliata & Baker, 1984; Mulkern & Mander- 
scheid, 1989) requiring extensive community services for sustenance, treat- 
ment, and rehabilitation. 

No clear explanation exists for the predominance of females and the relative 
youth of males in the clinic population. The extent of these differences goes 
beyond that expected from catchment area demographics. System-wide clinical 
practices and gender-linked help-seeking patterns may have had unanticipated 
demographic effects on the survey population, as the other two major program 
components —the inpatient units (Lieberman et al., 1988) and the day treat- 
ment programs (Lieberman, 1991)—serve predominantly male and more 
youthful patient groups. 
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In contrast with the general clinic population, the unmet needs group is 
almost equal in gender composition and disproportionately composed of young 
adults. This finding is not surprising considering repeated descriptions of 
young adult chronic patients in the literature (Harris & Bergman, 1987; 
Holcomb & Ahr, 1986). For these patients, the traditional mix of services 
provided by the clinics, heavily relying on individual, group, and psychotropic 
medication interventions (Rosenstein, Milazzo-Sayne, & Manderscheid, 
1989), and extensive adjunctive services are apparently not sufficient in their 


For young adults, traditional clinic services are insufficient. 


current form or intensity. In response to the perceived deficits of the unmet 
needs population, recommendations for additional services have focused on 
socially and vocationally oriented rehabilitation settings. The amount of addi- 
tional program hours prescribed suggests that staff believe patients require 
deep immersion in skills training environments to overcome their disabilities. 
However, since it is not the main function of the recommended settings to deal 
with the widespread deficits noted in certain basic ADL areas, i.e., nutrition, 
money management, apartment maintenance, a number of less than obvious 
strategies may account for staff recommendations. Possibly staff either view 
these programs as superior contexts for teaching ADLs or regard the ADL 
deficits as a lesser priority within the service plan. These strategies are some- 
what at a variance with the more direct approaches in common practice 
(Anthony, Cohen & Cohen, 1981; Liberman, 1988). 

One other pattern emerges from CMHS rehabilitation services data that is 
worth noting in light of the clinics’ prime system directive to develop service 
plans that minimize inpatient utilization rates. For many patients, the clinics 
may have already created or aim to create through service recommendations 
the functional equivalents to the level of care available in extended care 
inpatient rehabilitation programs and rehabilitative day programs (Goldstein 
& Horgan, 1988). At present, only indirect evidence exists supporting the 
effectiveness of such modes of operation at the CMHS— mainly, the relatively 
small yearly accrual of long-stay inpatients on CMHS wards (Lieberman et 
al., 1988). 


PROGRAM PLANNING IMPLICATIONS 


The data from this study indicate there is a substantial gap between suffi- 
cient treatment and stabilization services for the seriously mentally ill and 
sufficient rehabilitation services for them at the CMHS. In light of limited 
service dollars available for new program funding, the questions for the 
CMHS and similar systems are how can existing resources be utilized more 
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efficiently and what minimal funding supplement is necessary in order to offer 
consumers a more complete range of rehabilitative opportunities. Any pro- 
gram redesign in response to these questions must respect the current achieve- 
ments of clinics in systems that maintain large numbers of difficult patients in 
the community (Lieberman & Sacks, 1990) or inpatient costs are likely to 
escalate dramatically without concomitant improvements in care. Alternately, 
systems administrators must be mindful that at this point in mental health 
system development, successful rehabilitative outcome is a more refined mea- 
sure of system success than readmission rates (Setze & Bond, 1984; Waisman 
& Rowland, 1989). In consideration of these matters, five thematic areas were 
identified to initiate and guide administrative discussions: program develop- 
ment costs, staff attitudes toward rehabilitation, consumer attitudes toward 
rehabilitation, clinic service utilization, and community rehabilitation pro- 
gram acceptance levels. Below are summaries of the preliminary analyses 
evoked by unmet needs survey data, 


Program Development Costs 


When the rehabilitation needs level of the CMHS is extrapolated to the 
entire 3,300 patient population of the clinics, approximately 15,500 patient 
hours/week additional rehabilitation programming provided by 103.3 full-time 
equivalent staff is required to fill service gaps. (Each staff member is assumed 
to provide 150 patient hours/week of predominantly group rehabilitation mo- 
dalities). This estimate must be considered a conservative first cut reflecting a 
provider-based methodology. Very likely the assignment of the most impaired 
outpatients to the CMHS’s day programs, as well as the presence of a substan- 
tial body of rehabilitation services, accounts for a large portion of the lower 
needs levels reported here than in other outpatient studies (Lieberman, 1991; 
Solomon & Davis, 1985). Nevertheless, the magnitude of these needs calcula- 


tions is sufficient to make even a bold service designer pause as it represents 
over a 125% increase in staff for clinic-related operations. 


Staff Attitudes Toward Rehabilitation 


The CMHS’s clinic treatment staff tend to be quite sophisticated and skillful 
about diagnostic and treatment matters but less knowledgeable about current 
rehabilitation approaches, clearly dichotomizing clinical and rehabilitative 
services in their practice. While many of the clinicians are aware of the 
significance of patient community living skills deficits, they perceive their own 
role as attending to those skills deficits which are most directly associated with 
symptomatology. Additionally, there is some reasonable skepticism as to the 
generalization effects that a competency training program for community 
living skills can have on patient symptomatological control and overall func- 
tioning. Very likely clinicians’ attitudes in this area have had an important 
impact on the type of services identified in this study’s needs data. Ongoing 
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education describing available technology and current directions in rehabilita- 
tion is important to help staff make accurate assessments of their patients’ 
potential for rehabilitation even when recommended services are not locally 
available. 


Consumer Attitudes Toward Rehabilitation 


Not only staff but also consumers are unaware of the full range of potentially 
applicable rehabilitation technology. They largely equate quality of care to the 
staffs active concern for them within the therapeutic relationship. Due to the 
short duration of most inpatient admissions at the CMHS, the critical long- 
term therapeutic relationships that support community living must largely be a 
product of clinic services. Clinic-sponsored practical and educationally ori- 
ented presentations on treatment and rehabilitation developments would pro- 
vide valuable additional criteria for patients to use in judging the caliber of 
their care. 

In retrospect, by relying directly on a provider-focused methodology to 
generate data in evaluating system rehabilitation needs, this study followed the 
tradition established by other unmet needs studies (Brewin et al., 1988). What 
is required in the next stage of the planning process are survey methodologies 
(Cohen & Anthony, 1988; Spaniol & Zipple, 1988; Waisman & Rowland, 
1989) that are more explicitly consumer-driven, that is, they blend consumer 
perceptions with provider judgments in reference to local concerns. Such a 
survey should tap consumers’ subjective experiences of being helped with 
personal priorities along with typical questions regarding social control over 
deviant behavior and functional levels. 


Clinic Service Utilization 


Any orderly program review and redesign process (Lieberman, 1991) needs 
to have a utilization review procedure for existing clinical services built into it. 
Sources of staff savings may be identified through this process and provided 
funding streams permit, clinical personnel could be reallocated to clinic-located 
or outreach rehabilitation efforts for underserved groups. Consumers, as well 
as various levels of staff, should participate in setting up utilization review 
criteria that are relevant to system values (Zusman, 1990). This review should 
be geared toward reassigning patients to less intensive or expensive modalities 
of care, for example, reducing the frequency of treatment contacts or substitut- 
ing group interventions for individual ones. Realistic expectations are neces- 
sary to avoid disruptive tension in the utilization review process. Clinics 
actively treating very ill patients may yield little staff savings. 

Although patients who have been stabilized for at least one year are the best 
candidates for service reassignment through utilization review, many appar- 
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ently stable patients have a high reactivity to change. Hence, caution must be 
exercised through the use of clinical risk profiles specific to an individual 
system’s population. When indicated, the reassignment of patients to, for 
example, a more prestigious group, such as a psychosocial club or a self-help 
group, enhances self-respect and fosters personal growth. Furthermore, service 
alterations that are positively framed to represent genuine achievement, best 
labelled “graduations,” tend to be more successful. Anecdotal experience with 
patient reassignments, however, can be double-edged. 

Administraters tend to recall with pride instances where large cohorts of 
patients were subjected to well-organized service changes with little negative 
impact (Kelly, 1983). Clinicians tend to remember with guilt the dramatic 
effects changes in therapeutic relationships can have on their patients (Baker & 
Baker, 1987). 


Community Rehabilitation Program Acceptance Level 


Implicit in the offering of clinic services to patients is their capacity for 
substantial community living. While surveys of community acceptance of 
mentally ill patients still indicate a “not in my backyard” mentality (Robert 
Wood Johnson Foundation, 1990), the CMHS needs data indicate that legiti- 
mate assertions of the right of patients to live in the community are not fully 
functionally supported by rehabilitation services that stimulate more socially 
acceptable behaviors. Community programming can only be declared a signif- 
icant success when patients are reassimilated into the mainstream of commu- 
nity life. Too often technically feasible rehabilitative interventions are not 
available or are not potent enough so that the mentally ill can be identified at 
first glance. In order for the community to gain increased acceptance of the 
mentally ill, they must be able to have consistently long-term positive expecta- 
tions regarding patient behavior and the dependability of mental health sup- 
port services (Aviram, 1990). Even small numbers of untreated or unsuc- 
cessfully treated seriously ill patients in the community present a perceived 
threat to most citizens which strongly lingers in the memory. Therefore, 
rehabilitative programming in the long run will be judged on its curative or 
prosthetic ability to place patient functioning within the range of general 
acceptability rather than on its capability to significantly extend community 
tolerance of deviant behavior. 


ACKNOWLEDGEMENTS 


The author would like to express his appreciation to: John Campitelli, Ph.D., for his 
assistance in planning and implementing this study; Ms. Doris Dlugacz, Ms. Beth Waitzfelder, 
Ms. Alisa Chazani, and Ms. Leah Osterberg-Calamuci for assistance with data collection and 
analyses; Mrs. Joan E. Hanvey for extensive editorial assistance and data analysis. 


23 


Administration and Policy in Mental Health 


REFERENCES 


Anthony W.A. (1988). Rehabilitation programs in the 1980s: Laying the groundwork for the 1990s. In L.G. 
Perlman & C.E. Hansen (Eds.), 1988 Switzer memorial monograph. Alexandria, VA: National Rehabilita- 
tion Association 

Anthony, W.A., Cohen, M., & Cohen, B. (1983). Philosophy, treatment process, and principles of the 
psychiatric rehabilitation approach. In L. Bachrach (Ed.), New directions in mental health (pp. 67-79). San 
Francisco: Jossey-Bass. 

Anthony, W.A., Cohen, M., & Farkas, M. (1982). A psychiatric rehabilitation program: Can I recognize 
one if I see one? Community Mental Health Journal, 18, 83-96. 

Aviram, U. (1990). Community care of the seriously mentally ill: Continuing problems and current issues. 
Community Mental Health Journal, 26, 69-88 

Bachrach, L.L. (1989). Case management toward a shared definition. Hospital and Community Psychiatry, 40, 
883-884 

Baker, F., & Intagliata, J. (1984). The New York State community support system: A profile of clients. 
Hospital and Community Psychiatry, 35, 39-44 

Baker, H., & Baker, M. (1987). Heinz Kohut’s self psychology: An overview. American Journal of Psychiatry, 
144, 1-9 

Brewin, C.R., Wing, J. K., Mangen, S.P., Brugha, T.S., & MacCarthy, B. (1988). Principles and practice 
of measuring needs in the long-term mentally ill: The MRC needs for care assessment. Psychological 
Medicine, 17, 971-981 

Carling, P., & Broskowski, A. (1986). Psychosocial rehabilitation as a challenge and opportunity for 
community mental health centers. Psychosocial Rehabilitation Journal, 10, 39-48. 

Cohen, M., & Anthony, W.A. (1988). A commentary on planning a service system for persons who are 
severely mentally ill: Avoiding the pitfalls of the past. Psychosocial Rehabilitation Journal, 12, 69-72. 

Goldstein, J.M., & Horgan, C.M. (1988). Inpatient and outpatient psychiatric services: Substitutes or 
complements? Hospital and Community Psychiatry, 39, 632-636. 

Harris, M., & Bergman, H. (1987). Differential treatment planning for young adult chronic patients. 
Hospital and Community Psychiatry, 38, 625-631 

Holcomb, W.R., & Ahr, P.R. (1986). Clinician’s assessments of the service needs of young adult patients in 
public mental health care. Hospital and Community Psychiatry, 37, 908-913. 

Intagliata, J., & Baker, F. (1984). A comparative analysis of the young adult chronic patient in New York 
State’s community support system. Hospital and Community Psychiatry, 35, 45-50. 

Kelly, J. (1983). Minimizing the adverse effects of mass relocation among psychiatric inpatients. Hospital and 
Community Psychiatry, 34, 150-154. 

Liberman, R.P. (1988). Psychiatric rehabilitation of chronic mental patients. Washington, DC: American Psychi- 
atric Association 

Lieberman. H.J. (1991). Rehabilitation services in day treatment programs. Administration and Policy in 
Mental Health, 18, 147-160 

Lieberman, H.J., Campanelli, P.C., Hahn, D., Beck, J., Weston, R., Sacks, J.Y., Gordan, A., & Tabot, 
A. (1985). The Community Residential Treatment Service: Developing a continuum of prosthetic 
environments for the chronically disabled. Journal of Community Psychology, 13, 46-53. 

Lieberman, H.J., Nigro, J., Trembath, P., Tenczynski, D., & Scher, S. (1988). Community mental health 
systems generate new chronics: The study of a pure case. Administration in Mental Health, 15, 139-156. 

Lieberman, H.J., & Sacks, J.Y. (1990). How treatment resistance influences community mental health 
system operations. Administration and Policy in Mental Health, 17, 257-264. 

Mulkern, V.M., & Manderscheid, R.W. (1989). Characteristics of community support program clients in 
1980 and 1984. Hospital and Community Psychiatry, 40, 165-172 

OMH 103. (1986). Level of care survey form (issued by the New York State Office of Mental Health). 

Robert Wood Johnson Foundation. (1990). Public attitudes toward people with chronic mental illness (Executive 
Summary, Program on Chronic Mental Illness). Boston: Author. 

Rosenstein, M.J., Milazzo-Sayre, L.J., & Manderscheid, R.W. (1989). Care of persons with schizo- 
phrenia: A statistical profile. Schizophrenia Bulletin, 15, 45-58. 

Setze, P., & Bond, G. (1983). Psychiatric recividism in a psychosocial rehabilitation setting: A survival 
analysis. Hospital and Community Psychiatry, 36(5), 521-528. 

Solomon, P., & Davis, J. (1985). Meeting community service needs of discharged psychiatric patients. 
Psychiatric Quarterly, 57, 11-17 


Spaniol, L., & Zipple, A. (1988). Family and professional perceptions of family needs and coping strengths 
Rehabilitation Psychology, 33, 37-45. 

Stroul, B. (1989). Community support systems for persons with long-term mental illness: A conceptual 
framework. Psychosocial Rehabilitation Journal, 12, 9-26. 


Harvey J. Lieberman 


Sylvester, C., & Bean, G. (1989). Predicting community tenure after psychiatric hospitalization. Community 
Mental Health Journal, 25, 109-112. 

Talbott, J.A. (Ed). (1981). Successful treatment of the chronic mentally ill. In The chronic mentally ill 
(pp. 15-26). 

Waisman, L., & Rowland, L. (1989). Ranking of needs: A new method of assessment for use with chronic 
psychiatric patients. Acta Psychiatric Scandinavia, 80, 260-266. 

Zusman, J. (1990). Utilization review: Theory, practice, and issues. Hospital and Community Psychiatry, 41, 
531-536. 


Administration and Policy in Mental Health 
Vol. 19, No. 1, September 1991 


SERVICE APPROACHES AND ISSUES IN 
HISPANIC AGENCIES 


Steven R. Applewhite, Ph.D., Paul Wong, Ph.D., and 
John Michael Daley, D.S.W. 


ABSTRACT: This paper reports the findings of an exploratory qualitative study of Mexican- 
American social service agencies, their treatment approaches and service barriers. Using the 
grounded theory approach, the perceptions of chief executive officers and clinical directors were 
compared in order to find common themes about cross-cultural practice with Hispanic clients. 
Implications of this study are discussed with emphasis on issues of cross-cultural competency in 
practice. 


Since the years of the War on Poverty, problems in minority mental health 
services have been well documented (President's Commission on Mental 
Health, 1978; Latino Task Force on Community Mental Health Training, 
1974; National Coalition of Hispanic Mental Health and Human Service 
Organizations [COSSMHO], 1980). Among these were problems in diagnosis 
and treatment, accessibility and quality of mental health care, underutilization 
of services, and the absence of culturally specific approaches or “endemic 
models” for high risk minorities (Camayd-Freixas, 1982; Bernal, Bernal, Mar- 
tinez, Olmedo, & Santisteban, 1983; Bush, Norton, Sanders, & Solomon, 
1983). These problems were compounded by problems of accountability to the 
community, equity of funding, and the absence of community mental health 
centers and trained professionals to serve the special needs of minority commu- 
nities (Wong, 1986). 

In response to these issues, the Task Panel on Special Populations of the 
President’s Commission on Mental Health, the Council on Social Work Edu- 


Steven. R. Applewhite, Ph.D., is Assistant Professor, Paul Wong, Ph.D., is Professor, and John Michael 
Daley, D.S.W., is Professor at the School of Social Work, Arizona State University, Tempe, AZ 
85287-1802. 


© 1991 Human Sciences Press, Inc. 


27 


Administration and Policy in Mental Health 


cation (CSWE), and the National Institute of Mental Health (NIMH) stressed 
the need for greater cultural sensitivity in all core professions in mental health 
(Bush, et al., 1983). In many minority communities parallel community 
mental health centers were developed to provide culturally specific services to 
minority clients. In other cases treatment models were developed offering 
improved care to minority clients (Padilla, Ruiz, & Alvarez, 1975). In addi- 
tion, numerous theoretical frameworks were proposed in the 1970s (Bates & 
Harvey, 1975; Chestang, 1972; Norton, 1978; Solomon, 1976) to explain the 
influence that culture, race, ethnicity, and social environment have on human 
behavior, and the critical role that professionals can play in the empowerment 
process of minority groups. 

During the 1980s, ethnic sensitive services and practitioners were recurring 
issues in mental health and human services (Chunn, Dunston, & Ross-Sheriff, 
1983; Devore & Schlesinger, 1981). And in the last few years, there has been a 
resurgence of interest in cross-cultural counseling and psychotherapy with 
minorities (Acosta, Yamamoto, & Evans, 1982; Sue & Zane, 1987). This 
recent development has resulted in efforts to gain a greater understanding of 
what culturally sensitive mental health services mean (Rogler, Malgady, Con- 
stantino, & Blumenthal, 1987) and to develop a “culturally competent system 
of care” (Cross, Bazron, Dennis, & Isaacs, 1989) and “ethnic competent” 
practitioners (Green, 1982; Leigh, 1982). The community based ethnic agency 


has thus become a pivotal force in planning and delivering of culturally 
relevant mental health services to minorities (Jenkins, 1981). 

The present study seeks to provide more insight about Hispanic agencies, 
their service approaches and service barriers, as viewed through the percep- 
tions of chief executive officers and clinicai directors of five Hispanic agencies 
in Arizona. 


This exploratory study was conducted to broaden the understanding about 
service delivery to Hispanic clients and more specifically to understand how 
agency administrators and clinical directors perceive the cultural relevance of 
their service approaches with Hispanic clients, and the obstacles that clients 
and agencies encounter in matching services with needs. 


METHOD 


Utilizing Glaser and Strauss’ (1967) grounded theory approach, this study 
stressed exploration, discovery, contextual understanding and inductive anal- 
ysis of data, rather than the verification of preconceived theoretical frameworks 
based on a priori assumptions (Patton, 1990). However, this study employed 
numerous theories and perspectives in cross-cultural practice, provided direc- 
tion for examining issues contextually within each agency, and compared 
perspectives among administrators. 
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Five Hispanic nonprofit social service agencies were selected on the bases of 
their historical prominence in the local Hispanic community, location in areas 
with concentrations of Hispanics, and commitment to serving Mexican- 
American and other Hispanic groups primarily, if not exclusively. The range 
of services provided by these agencies included individual, family and group 
counseling, alcohol and drug abuse counseling, behavioral health services, teen 
pregnancy and planned parenting counseling, basic literacy and citizenship 
classes, leadership development, and economic development. 

From these agencies ten administrators, two from each agency, were inter- 
viewed in their respective agencies or other familiar settings, where respon- 
dents could speak openly and spontaneously about agency issues. To enhance 
the validity of the research, administrators were provided a copy of 
the interview schedule following the interview and encouraged to add 
written comments they felt should be included. The interviews ranged from 
one to three hours in length averaging one and a half hours and were tape 
recorded. 

To gain conceptual insight on each agency, administrators were asked to 
provide background information about the agency including its history and 
mission statement; community support and citizen involvement in the agency’s 
development; developments in agency funding; and their perceptions about 
the agency’s ability to respond to changing needs in the Hispanic community. 
Within this context the study focused on issues related to the different types of 
service approaches, and barriers experienced by clients and agency service 
delivery problems. Contextual information (such as historical, political, eco- 
nomic, community, and organizational issues) enables the researcher to place 
the study in perspective, and collect and understand data. 

In conducting this research several steps were followed. First the interviews 
were conducted at the community agency (natural setting) using interview 
schedules and self administered open ended questionnaires. Secondly the data 
were analyzed inductively in search of significant themes, patterns or catego- 
ries in the perspectives of the administrators (Patton, 1990). Third, the data 
were presented idiographically (Lincoln & Guba, 1985) using a qualitative 
descriptive approach and providing verbatim quotations to capture the admin- 
istrator’s personal perspective and the researchers’ interpretation of the data 
(Fetterman, 1989). 

Our interest in studying only those agencies regarded as Mexican-American 
agencies limits generalizations to nonHispanic agencies. The small sample size 
limits generalizations that can be made to other Hispanic agencies. Moreover, 
it was not feasible to make a comparative analysis of agencies due to major 
differences in agency size, structure and scope of services. The small purposive 
sample is appropriate to the exploratory nature of the present study, which 
seeks to identify key factors and insights for further study. 
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FINDINGS 


Service Approaches 


Administrators described the service approach or model used in their agency 
with particular attention to the strengths of this approach with Hispanic 
populations. A service approach was defined as a particular type of therapy, 
treatment, intervention, or model developed, adopted or adapted to meet the 
psycho-social needs of clients served by the agency. Secondly, the category 
Hispanics included Mexican-Americans, Chicanos, Yaqui Indians, Latinos, 
Mexicans, Puerto Ricans, Cubans and others from South and Central Amer- 
ica. However the emphasis of this study was on Mexican-American or Chicano 
clients and Yaqui Indians. 

In this study administrators identified numerous mainstream approaches 
used by the agency including Family Systems Therapy, Client-Centered Ther- 
apy, Crisis Intervention, Education Therapy, Problem-Solving, an Intensive 
Medical Model, and a Behavioral Community Based Comprehensive Center 
Approach. A “combination” or eclectic model of Reality, Behavioral, and 
Cognitive Therapy, derived from various theories and interventions, and 
representing a generic framework (Hepworth & Larsen, 1986) was also identi- 
fied. Despite the range of approaches most administrators did not favor a 
specific theory or therapy. Rather, variations in treatment approaches reflected 
the practitioners’ clinical background or familiarity with a mainstream ap- 
proach rather than a culturally specific approach or endemic model (Camayd- 
Freixas, 1982). 

Administrators expressed a preference for a strong cultural orientation in 
working with Hispanic clients. They referred to this orientation as a “socio- 
cultural base,” a “holistic approach,” a “cultural approach,” and a “cultural 
treatment philosophy.” The underlying tenet of this cultural orientation was an 
emphasis on cultural knowledge and the integration of significant cultural 
concepts, beliefs, and values into a mainstream form of therapy. One clinical 
director noted that, “From a socio-cultural base the intervention is a combina- 
tion model of Reality, Behavioral, and Cognitive interventions. . . .” Two 
clinical directors spoke about the cultural concept personalismo as a cultural 
approach. This concept, defined as a mode of interaction where people relate 
to each other as whole persons rather than impersonal social objects (Cota- 
Robles & Newton, p. 69), was viewed as a viable means for establishing 
rapport »ith Mexican-American clients. One clinical director added that their 
cultural approach, which is based on personalismo, was more a “cultural treat- 
ment philosophy” than a concept. His words convey a genuine commitment to 
personalismo and its effectiveness: 


“This approach has been effective with individuals experiencing problems with value 
conflicts, role confusion, cultural confusion, cultural acceptance, inter-personal conflicts, 
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and self-esteem issues manifested in anxiety, depression, and stress behavior reactions. 
Also, interest in this cultural treatment philosophy is the movement away from the typical 
mental health model which requires individuals to submit to the 50 minute per week office 
sessions . . . [the cultural treatment philosophy expects] the practitioner to provide out- 
reach services and home visits when warranted.” 


Another clinical director whose agency primarily serves Mexican, Chicano and 
Yaqui clients discussed the value of culture in the therapeutic process stating: 


“I would say we do not have a specific treatment model. Each of our clinicians has his 
own unique background. What we do have is a unique cultural approach [emphasis added] 
which is based on being sensitive toward the unique cultural background of each client. 
Our goal is to use their culture as a therapeutic tool. We do not view culture as a barrier 
toward treatment. Here we also like to start the therapeutic journey from where the client 
is. We do not put the client’s problems into preconceived “little boxes.” Rather we work 
with the client embracing a philosophy of ‘personalismo’.” 


Although personalismo was a commonly identified concept, its operational defi- 
nition and concrete application varied from practitioner to practitioner. Gener- 
ally administrators expressed either an “ideational” or cognitive view (i.e., the 
mental or philosophical notion) of personalismo, or an affective view (i.e., their 
feelings about this concept), rather than a “concrete” or behavioral interpreta- 
tion of how personalismo is transformed from concept to treatment. Similarly the 
use of the term cultural approach generally implies an underlying theory, meth- 
odology, skills, and a values orientation. However respondents typically de- 
scribed a cultural approach in terms of a general knowledge about Hispanic 
culture such as values, traditional celebrations, language and so on. Like the 
concept personalismo, the concrete definition of a cultural approach with its 
underlying theory, method and practice skills varied from agency to agency. 

The second perspective revealed by administrators was the view that service 
approaches must address problems in the cultural context within which people 
define and give meaning to their actions. This view assumes that Hispanic 
clients are ethnically distinct based on their country of origin, historical point 
of entry, degree of acculturation, language proficiency, and so on. Pride, 
ethnic identity, self esteem and motivation are derived from a socio-cultural 
history, and helps explain one’s present circumstances and life perspective. 
Thus, the strength of various approaches must take into account the oppor- 
tunities to obtain favorable life conditions, termed life chances, and to cope 
with stressful situations through cultural strengths. In the words of one direc- 
tor, services are provided in a “cultural context . . . appealing to their sense of 
pride and responsibility as a Yaqui, Mexican, or Chicano.” Another clinical 
director adds, “Each client is given consideration for the influences derived 
from the environment, culture, and patterns of behavior. [We focus on] where 
they come from, where they are at and where they want to be without 
compromising cultural values.” 
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Invariably, therapists and clients are faced with conflicting cultures. In these 
situations most clients probably select values from at least two cultures, there- 
fore therapists are expected to recognize and respect cultural differences and to 
be open to learning about cultural differences from their clients (Green, 1982). 


Problems in Service Delivery 


A significant dimension in service delivery is the problem of underutilization 
of services due to such structural factors as availability, accessibility, and 
acceptability of service (Bernal, et al., 1983; Wong, 1986). All but one admin- 
istrator indicated that some services and programs are still inaccessible to some 
potential clients, and may at times appear irrelevant to Hispanic clients. Still 
three major perspectives were revealed by administrators. The first perspective 
focused on client centered barriers, the second on agency centered barriers, 
and the third pertains to client perceptions about the agency or the interaction 
between clients and the agency. 


Administrators prefer to integrate cultural concepts, beliefs, and values when 
working with Hispanic clients. 


The most commonly cited client barriers included: lack of transportation, 
lack of knowledge or familiarity with mental health services, and fears of being 


labeled (e.g., a drug addict or éecato) or stigmatized for using services (partic- 
ularly drug treatment). Also noted was a fear of being deported or losing 
current benefits; a mistrust of social service professionals including Hispanic 
providers; and differences in cultural perceptions about mental health illnesses 
and their causes. For example, Hispanic clients with a high level of ethnic 
distinctiveness, defined in terms of significant adherence to traditional beliefs 
and practices, may show greater deference to traditional health care systems 
such as herbal medicine and folk counseling over community based services 
depending on their level of acculturation. 

In contrast, agency barriers included waiting lists and lengthy periods to 
admit clients into treatment; the lack of additional bilingual-bicultural thera- 
pists; negative images about the agency and their responsiveness to community 
problems; and the inability to expand or provide needed services to outlying 
areas because of funding or staff limitations. Administrators noted that some 
agency barriers could be overcome through aggressive outreach and home 
visitation; community education regarding services available; hiring of addi- 
tional bilingual-bicultural counselors; eliminating lengthy admission delays; 
placing greater emphasis on promoting a positive image in the community; 
and when feasible, opening satellite facilities in high-risk areas. However, one 
director noted that clients seldom overcome agency barriers since problems are 
beyond their control, and reflect an internal problem within the agency. 
Several administrators added that lack of funding generally restricts agencies 
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from expanding services, hiring more staff, developing new programs, or 
offering higher salaries to attract more qualified bilingual bicultural therapists 
and counselors. 

Problems pertaining to client perceptions appeared to be more complex yet 
more manageable to administrators. For example, differences in perceptions 
between clients and mental health practitioners about mental health problems 
and their causes were easier to overcome, once the client enters the system. As 
one director put it: “. . . ethnic clients overcome these [perceptual] barriers 
during the initial stage of therapy, where the worker joins together with the 
client in exploring the client’s background, and their past or present beliefs 
about mental health services with the therapist.” Other perceptual problems 
were more difficult to address. One administrator indicated that in the forma- 
tive years of the agency’s development, some practitioners were faced with the 
problem of establishing credibility with clients who perceived the professionals 
as “possibly denying their own ethnicity” or being “more Anglo than Hispanic.” 
Two other administrators noted that some clients have perceived their agency 
as being unresponsive to some segments of the community, or being no 
different than an “Anglo” agency. Still another administrator pointed out that 
as the agency grew in size and scope, there was a tendency to view the agency 
as growing out of its perceived mission (to serve the Mexican-American 
community). In response to these perceptions, administrators try to maintain a 
positive image by emphasizing culturally relevant services to Hispanic clients, 


yet not abandoning their commitment to serving all populations regardless of 
race or ethnicity. Other strategies include active involvement of agency staff in 
civic functions and celebrations, recruitment of Hispanic leaders to various 
boards and committees, and broad based dissemination of information about 
services in Spanish through various media. 


Hispanic clients may view Hispanic practitioners as being more Anglo than 


Whether the problems reside within the agency or with the client, adminis- 
trators rated their own agency’s success in meeting client needs as “adequate,” 
“good,” or “excellent,” given the limited funding that is available and the 
growing demand for services. However, respondents in three of the five 
agencies expressed concern about the growing numbers of new clients seeking 
services that place a strain on an already overburdened system. One adminis- 
trator noted that waiting lists clearly suggest that underutilization is not a 
problem as much as a lack of funding to expand or develop new programs. 
Finally, four administrators noted that despite apparent needs in the commu- 
nity, a substantial number of clients are not currently being served or are 
underutilizing their services. 
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DISCUSSION 


The current study of ethnic agencies revealed several patterns about His- 
panic agencies. The first pattern was an emphasis on cultural adaptation in service 
delivery. Cross et al. (1989) and Zane et al. (1982) note that effective cross- 
cultural service delivery requires changes or service adaptations in existing 
services to address the needs of their target population. Cross suggests that 
variations in service adaptation generally reflect four models: mainstream 
agencies providing outreach services; mainstream agencies supporting services 
by minorities in minority communities; bilingual-bicultural agencies with 
multicultural staff and an egalitarian service ideology; and minority agencies 
providing culturally specific services to minority clients without mainstream 
sponsorship (pp. 40-41). Padilla, Ruiz, and Alvarez (1975) add that agencies 
often adopt a professional adaptation model which requires professionals and 
paraprofessionals to adapt clinical skills, service orientation and language skills 
to meet minority client needs. 

In this study the bilingual/bicultural agency with the professional adaptation 
model, (Barrera, 1980; Burruel & Chavez, 1974; Padilla, Ruiz, & Alvarez, 
1975) was widely used. Agencies in this study employed multicultural, bilin- 
gual staff who can identify with Hispanic clients, participate in community 
affairs, and represent various Hispanic subcultures. This is consistent with 
studies (Cross et al., 1989; Jenkins, 1981; Reeves, 1986) that suggest His- 
panics are more likely to use mental health clinics that provide both bilingual 
and bicultural services, are geographically located within minority commu- 
nities, relate to the ethnic community and emphasize cultural content in the 
treatment modalities. 

The second pattern was the adoption of culturally adaptive mainstream approaches 
(Cross et al., p. 41) utilizing a mainstream approach in treatment (for example 
Reality Therapy), but emphasizing cultural knowledge and the integration of 
cultural concepts into the therapeutic process. Camayd-Freixas (1982), ad- 
dressed this issue suggesting that the absence of endemic or culturally specific 
models often leads to the adoption of traditional service models or mainstream 
models that may overlook differential needs, but are generally accepted as 
amenable to high-risk clients (p. 14). This contention appears to hold true in 
this study, particularly in terms of the perceived suitability of eclectic ap- 
proaches with Hispanic clients. 


The second implication of Camayd-Freixas’ contention suggests that agen- 
cies that adapt mainstream models generally emphasize cultural knowledge in 
treatment, but often fail to transform or operationalize cultural concepts into 
concrete operations or strategies (Sue & Zane, 1987, p. 39). Our data suggests 
that service approaches in this study typically reflected mainstream approaches 
with a strong understanding and knowledge about Hispanic culture, partic- 
ularly the concept of personalismo. The implicit assumption appeared to be that 
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knowledge of the culture could lead to desired outcomes in therapy if the 
practitioner was able to integrate cultural concepts into therapy. Clinical 
experience, cultural awareness, and being bilingual were considered basic 
components in cross-cultural practice. However Sue et al. (1982) note that 
knowledge about distinct cultures does not guarantee effective outcomes in 
treatment. To be effective, services should be designed and delivered in such a 
way as to enhance the development of individual life coping skills and suppor- 
tive family and neighborhood relations (Zane et al., 1982, p. 233). Unfor- 
tunately, this study did not explore the efficacy of culturally adapted main- 
stream approaches nor determine how cultural concepts are transformed from 
concepts to specific strategies and skills. A complex set of factors are likely to 
exist related to cultural knowledge and the integration of concepts into prac- 
tice. More research is needed to identify culturally specific strategies based on 
cultural concepts, and to determine the subsequent utilization of services and 
efficacy of treatment. 

A pattern of perceived efficacy in service delivery was evident in this study as 
agencies regard themselves as uniquely equipped to serve Hispanic clients 
effectively. However, problems in serving their clients were often associated 
with individual and economic barriers, bureaucratic obstacles, cultural and 
language barriers, perceptual barriers, and obstacles in client-practitioner 
matching. The underlying issue is not whether agencies are providing services 
to Hispanic clients, but whether these agencies can provide effective culturally 
relevant services to an ethnically distinct population using a mainstream 
adapted model and a pluralistic ideology. With the pressure to serve all clients 
equitably, problems of accessibility, utilization, and satisfaction with services 
are inevitable, particularly with waiting lists, different images about agencies, 
and a shortage of trained Hispanic bilingual-bicultural practitioners (National 
Coalition of Hispanic Mental Health and Human Service Organizations 
[COSSMHO}], 1980) locally and nationally. 


The serious challenge for agencies is identifying bilingual and bicultural His- 
panic professionals. 


To a large extent the agency’s ability to provide services effectively is also a 
client matching issue (Jenkins, 1981). Should agencies match clients with 
practitioners of the same ethnic background and degree of acculturation, or 
does ethnicity matter little in the client-practitioner fit? Is the content and 
process of service delivery culturally relevant and culturally functional (Zane et 
al., 1982)? Client-practitioner fit suggests the need for agencies to address the 
cultural-historical, psychosocial, and linguistic needs of their clients. Our data 
revealed that agencies in this study were adequately staffed with Hispanic and 
Caucasian professionals. However agencies still face a serious challenge in 
identifying bilingual and bicultural Hispanic professionals thoroughly familiar 


35 


Administration and Policy in Mental Health 


with diverse cultures and proficient in Spanish and its dialects. Training of 
professional staff regarding inter- and intracultural diversity —looking at dif- 
ferences between the dominant and minority subcultures as well as differences 
between subcultures (i.e., Mexican-American, Mexican, Yaqui, Puerto Ri- 
can, Cuban, and South and Central American) (Fetterman, 1989) was also 
apparent. Above all, the issue or match or fit may require agencies to modify 
traditional forms of treatment designed primarily for Caucasian clients, or 
develop new approaches in order to effectively treat ethnically diverse clients. 
More research on the effects that ethnicity has on client-practitioner relation- 
ships and the efficacy of treatment is necessary. 

The respondents in this study, while viewing their mainstream adaptive 
approaches as effective, appear interested in developing culturally specific 
approaches, and supported empirical research to determine which approaches 
are most effective with Hispanic clients. In addition, respondents appear to be 
strongly committed to maintaining cultural pluralism in their service structure, 
policies, staffing, and programming efforts. However, the problem of few 
training programs in ethnic and cultural diversity (COSSMHO, 1980; Sue & 
Zane, 1987) suggests a need to develop national and local policies directed 
toward increasing opportunities for improved training, service and research in 
professional schools and community agencies leading to the development of 
culturally competent professionals. A culturally specific policy should encour- 
age the development of practice paradigms that transform cultural knowledge, 


values and skills into practice frameworks with concrete skills and strategies. 
The ideal situation would be the development of culturally specific theories and 
treatment modalities that have been empirically verified in agencies as cultur- 
ally effective. A partnership should be established linking the academic com- 
munity with the ethnic community and its agencies in collaborative efforts that 
will lead to shared research, training, treatment, and education in cross- 
cultural services. 


Finally national organizations, academic institutions, and accrediting bodies 
must strengthen their commitment to cross-cultural practice insuring greater 
compliance of standards of accreditation in professional schools. Such efforts 
will require a closer monitoring of various aspects of the school’s curriculum 
and instruction holding professional schools accountable to the standards of the 
profession. 
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REPORTS 


ALIGNMENT OF AGENCY AND PERSONAL 
MISSIONS: AN EVALUATION 


Kenneth L. Robey, Ph.D., Steven E. Ramsiand, Ed.D., and 


Karen Castelbaum, M.H.S. 


“Mission” is the sense of purpose, direc- 
tion, and desired future that guides and mo- 
tivates activities. It is the source of energy 
that inspires individuals toward some de- 
sired outcome. In effect, personal mission 
provides the meaning for individuals’ activ- 
ities. 

Just as individuals are motivated and in- 
spired by goals, values, and missions, so are 
organizations. The organizational mission 
guides members toward desired activities 
and achievements. This mission may be for- 
mally expressed, as in an organizational mis- 
sion statement or credo, or more implicit in 
the organization’s day-to-day operations. 

In the residential mental health agency, as 
in most organizations, the optimal fit be- 
tween member/employee and organization 
occurs when personal and agency missions 
align. An alignment of missions is realized 
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when the individual perceives that contribut- 
ing toward the organization’s goals produces 
direct contributions toward personal goals as 
well. That is, those activities that lead to the 
organization’s success also lead to the indi- 
vidual’s success, however defined. 

Not surprisingly, work yields the greatest 
satisfaction when it is personally meaningful 
and interesting for the individual (Herzberg, 
Mausner, & Synerman, 1959) and when it 
promotes personal progress and develop- 
ment (Bergmann, 1981) and moves the em- 
ployee toward the attainment of his or her 
goals, either task related or non-task related 
(Roberson, 1990). Accordingly, the benefits 
of an alignment of mission can be realized 
for the employee in higher levels of job satis- 
faction and in more favorable perceptions of 
the work environment (Craige, Saur, & 
Acuri, 1982). Research has also found that 
perceived alignment of missions can result in 
lower incidence of burnout (Cherniss, 1980; 
Harvey, 1981). For the organization, per- 
ceptions that personal and agency goals are 
complementary can contribute to positive 
staff reactions to the efforts and initiatives of 
leaders (Tjosvold, Andrews, & Jones, 1983) 
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and to higher levels of group cohesion and 
productivity (Greene, 1989). 

It is possible to help the employee assess 
the degree of complementarity of missions 
by encouraging and facilitating a process of 
self-examination. Such a process, allowing 
the thoughtful examination of both personal 
and agency missions, and undertaken in any 
of a variety of formats ranging from ongoing 
informal discussion to more defined and for- 
mally structured events, can help foster the 
development of an organizational commu- 
nity in which a unified sense of purpose, and 
subsequently a more satisfied staff, is 
achieved. In September, 1989, a set of struc- 
tured exercises intended to encourage staff to 
examine and share personal values and mis- 
sion, to consider and share their perceptions 
of agency mission, and to assess the align- 
ment of the two, were implemented in a 
“retreat” format with a subset of units of a 
large multi-site residential mental health 
agency. Using pre- and post-retreat ques- 
tionnaires, the effectiveness of the retreats in 
increasing job satisfaction and favorable 
work environment perceptions was assessed. 


THE RETREATS 


The one-day retreats, conducted jointly by 


the executive director and a clinical staff 
member experienced in providing training 
around mission-building issues, were pro- 
vided to all staff in two of five county projects 
within the agency. The two retreats were 
held off-site in conference facilities at an area 
university with approximately 30 staff mem- 
bers participating in each. 

The retreats consisted of a series of group 
and individual exercises that together were 
intended to help staff identify sources of per- 
sonal meaning in their work, first by exam- 
ining the values and goals they bring to their 
work, then by identifying activities in which 
those values are enacted, and finally by envi- 
sioning the mission of the agency and consid- 
ering ways in which the personal and profes- 
sional missions are (or are not) in alignment. 

The day was organized as follows: 


1. Drawing from current popular man- 
agement literature, including the work of 
Drucker (1967) and of Peters and Waterman 
(1982), the agency executive director briefly 
outlined current thought on values, goals, 
and mission in the workplace. Differences 
and relationships among the constructs were 
discussed. “Real-life” examples of agency 
missions drawn from the literature were 
identified and their value as guiding pur- 
poses or principles was discussed. 

2. A brief guided imagery experience was 
conducted in which staff were prompted to 
think about 2 peak time at work; a specific 
time in which things were going well and 
work was invigorating. Participants were in- 
structed to recall all of the sensations and the 
associations they experienced at that time. 
At various times throughout the day, partici- 
pants were called upon to recall those sensa- 
tions and associations. 

3. A block of time was devoted to allow 
participants to create a written list of their 
values, both personal and professional. To 
facilitate the process, they were asked to con- 
sider the questions “What things do you want 
to teach your children? What things do you 
think your children should know?” 

4. In another group visualization exer- 
cise, participants were asked to imagine a 
symbol representing the values they had 
identified. This symbol could be in the form 
of a concrete object or scene, or simply a 
series of colors or patterns. Immediately fol- 
lowing the exercise, participants used 
crayons to draw the symbols they had visu- 
alized. In turn, each participant shared his 
or her symbol with the group. Some symbols 
were simple seashore scenes representing for 
the employee natural balance and tran- 
quility, while others were more complex and 
abstract symbols representing for the indi- 
vidual his or her social and family priorities. 

5. The facilitators then led a discussion, 
based on the executive director’s opening dis- 
cussion, of how those values that were repre- 
sented in the symbols relate to, or perhaps 
translate into, a sense of mission; a motivat- 
ing force. 

6. Breaking up into small groups, partici- 
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pants were led in an exercise in which they 
made their missions “portable”; in which per- 
sonal missions were put in a brief form that 
could be readily recalled. Each person 
thought of a word or brief phrase that repre- 
sented his or her personal mission. Partici- 
pants thought of such portable missions as 
“Tm helping myself and others be the best 
they can be,” and “Don’t look back, only 
forward.” These portable personal mission 
statements could be readily called upon, per- 
haps in times of stress or unfocused times, to 
regain focus on important values and goals. 
7. Participants then began to connect per- 
sonal values and mission with the workplace 
by considering and discussing questions like 
“In what aspects of your work do you express 
the values you have identified?”, “Describe a 
time when your personal values played a 
major part in how you handled a situation.” 
8. Finally, in small groups, participants 
were then asked to offer their ideas of what 
the agency’s mission is. These ideas were 
then shared in the larger group, and recogni- 
tion was made of the degree of similarity of 
staffs perceptions. Staff members then 
shared their perceptions of the extent to 
which the agency mission is aligned with 
their own personal values and missions. 
Three weeks prior to the retreats, and 
again six weeks after, all agency staff com- 
pleted a series of questionnaires soliciting 
their perceptions of the work environment. 
These instruments were used to measure 
whether or not the retreat experience had 
produced favorable changes in how staff 
members perceive their work environment. 
Specifically, it was hypothesized that various 
impressions of the work and the work envi- 
ronment, particularly those related to sense 
of involvement and group cohesion, would 
change in a favorable direction (e.g., in- 
creases in felt sense of involvement, increases 
in perceived group cohesion) among those 
staff members who were provided with op- 
portunity to examine personal and agency 
mission (i.e., those who attended retreats), 
while those perceptions of staff members not 
provided that opportunity would not evi- 
dence comparable changes. It was further 


hypothesized that the positive effects of the 
mission examination process would be re- 
flected in increased scores on a more general 
measure of job satisfaction. 

An additional measure, one of work 
values orientation was administered before 
and after the retreats, although no specific 
hypotheses or predictions were made with 
regard to these results. 


METHOD 


Subjects 


Due to scheduling and coverage needs at 
the times when pre- and post-retreat ques- 
tionnaires were being administered (ques- 
tionnaires were administered in group for- 
mat) only 26 of the 56 staff members who 
attended a retreat and 36 of the 76 staff 
members from projects that did not attend a 
retreat were available for both group admin- 
istrations of questionnaires. Only data for 
those 62 staff members who completed both 
sets of questionnaires are represented in the 
following analyses. (While it was not possible 
to fully rule out the notion that some self- 
selection process might have occurred ren- 
dering this sample of 62 staff members 
unrepresentative of the larger group, the 
agency’s staffing patterns at the times of the 
questionnaire administrations prompt the 
authors to think any systematic self-selection 
highly unlikely.) 

There were no significant differences be- 
tween the retreat and no-retreat groups in 
age or sex. The proportions of administra- 
tive to line staff and of clinical to residential 
staff were similar for both groups. 

Interviews conducted subsequent to the 
second questionnaire administration suggest 
that staff members of the county projects 
who did not attend retreats had not been 
aware that two other projects had attended 
retreats. 


Instruments 


One of the questionnaires administered 
was the Work Environment Scale Form-R 
(WES) developed by Insel and Moos (1974). 
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The WES produces scores on ten subscales 
measuring 1) feelings of involvement; 2) per- 
ceived peer cohesion; 3) perceived supervisor 
support; 4) perceived autonomy; 5) degree of 
task orientation; 6) degree of work pressure; 
7) perceived job clarity; 8) perceived control 
exercised by supervisors; 9) perceived em- 
phasis on innovation; and 10) perceptions of 
the physical environment. Raw scores range 
from 0 to 9 for each subscale. For all sub- 
scales except the work pressure and control 
subscales, a higher rating would generally be 
considered to reflect more favorable percep- 
tions, although the work pressure and con- 
trol subscales are reversed such that em- 
ployees typically use lower ratings to indicate 
more favorable perceptions. 

An in-house scale intended to serve as a 
more general composite measure of job satis- 
faction was administered. The job satisfac- 
tion scale consisted of 20 items presented in a 
5-point Likert scale format addressing in 
general terms the level of satisfaction with 
amount of work, style of supervision, the 
social environment, and both tangible and 
intangible rewards. This scale yielded possi- 
ble scores ranging from 0 to 100. Split-half 
reliability was assessed at the time of the pre- 
retreat questionnaire administration and was 
found to be satisfactory (.86). 

A 62-item work values measure closely 
adapted from that originally used by Kazanas, 
Gregor, and Hannah (1974) in their research 
on work values among technical school students 
was also administered to staff although no spe- 
cific expectations concerning effects of the re- 
treats on basic work values were held. The scale 
is intended to assess the employee’s degree of 
intrinsic vs. extrinsic motivation. The original 
scale has demonstrated a high level of reliability 
and external validity. 

In order to counteract any possible order- 
ing effects, the ordering of presentation of 
questionnaires, both before and after the re- 
treats, was counterbalanced. 


RESULTS 

Perceptions of the Work Environment 
Pretest scores indicated no significant dif- 

ferences between the retreat and no-retreat 

groups on any of the WES subscales. 


Change scores were derived for each sub- 
scale for each staff member by subtracting 
the first administration score from the sec- 
ond. These change scores served as the basis 
for a series of between groups (retreat vs. no 
retreat) comparisons. 

As hypothesized, the difference between 
change scores for the two groups was statis- 
tically significant on a number of subscales, 
specifically the involvement, autonomy, 
clarity, innovation, and physical comfort 
subscales. Mean change scores for each of 
these subscales were in a favorable direction 
for those staff members attending retreats, 
while mean change scores for those not at- 
tending retreats were less favorable. 

For four additional subscales (peer cohe- 
sion, supervisor support, task orientation, 
and control), mean change scores were more 
favorable for those staff members attending 
retreats than for those not attending, but 
those differences did not reach statistical sig- 
nificance. 

Among staff members attending retreats, 
no correlations were found with degree of 
change in work environment perceptions for 
either age or length of employment, with the 
exception that the amount of favorable 
change in perceptions of work clarity in- 
creased with job tenure (r = .42,  < .05). 


Job Satisfaction 


The retreat and no-retreat groups did not 
differ significantly on pretest job satisfaction 
scores. 

As with the WES subscale scores, job 
satisfaction change scores were derived for 
each staff member by subtracting the first 
administration job satisfaction score from 
the second. 

A significant difference in the average 
change in job satisfaction level was found 
between those staff who did and those who 
did not attend retreats ((60) = 3.27, p < 
.001). Means, however, indicate that in ad 
dition to an increase in scores for those whc 
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did attend retreats, a decrease in scores for 
those who did not attend contributed to the 
difference. In depth interviews with staff at 
those projects have suggested no specific 
events or conditions that might have pro- 
duced such a drop in job satisfaction scores, 
nor subjective impressions of a drop in staffs’ 
level of satisfaction with their work or work- 
place. It therefore seems likely that the drop 
in scores reflects a potent measurement effect 
associated with the first administration of 
questionnaires. The first administration of 
the questionnaires, much more so than the 
second, represented for many staff a first 
concrete and tangible expression of the cen- 
tral management's desire for their feedback. 
Consequently, the resulting pretest scores for 
both the retreat and no-retreat groups may 
have been elevated. This elevation of pretest 
scores may provide an explanation for the drop 
in scores for the no-retreat group. As there is no 
reason to suspect that such a pretest measure- 
ment effect would operate differently for the 
two groups, it is plausible that this pretest mea- 
surement effect may partially obscure what 
would otherwise have been a larger improve- 
ment in scores for those staff members who did 
attend retreats. 


Work Values 


There were no appreciable changes in 
mean scores on the work values measure 
resulting from the retreats. No attempt was 
made through the retreat exercises to induce 
change in staff members’ values, nor would it 
be reasonable to expect a brief experience to 
substantially alter those values. One’s values 
are generally thought of as a more stable 
construct remaining relatively constant 
across long periods of time and ranges of 
experience, although some have argued that 
changes in such external factors as monetary 
incentive or level of external control may, in 
some instances, affect measures of degree of 
intrinsic motivation (Mawhinney, 1979). 


DISCUSSION 


In the present study, a means was pro- 
vided to residential mental health staff for a 


self-examination process to occur in which 
staff members’ personal missions and goals 
were carefully considered, then examined 
along with the agency mission and goals. A 
comparison of pre- and post data for staff 
members who participated in these exercises 
versus those who did not suggests that the 
process promoted more favorable percep- 
tions of the work environment and generally 
led to a more satisfied staff. 

Sense of involvement was one area of po- 
tential change targeted by the retreats. A 
recognition that job responsibilities are in 
line with the employee’s own values and 
goals should help the employee to feel 
greater personal investment and greater 
sense of involvement in work. Change scores 
on the WES Involvement subscale clearly 
support that contention. 

Staff members attending a retreat also 
showed an increase in perceptions of auton- 
omy and emphasis on innovation, while staff 
members not attending a retreat decreased 
slightly in those perceptions. If staff believe 
that personal and agency missions are per- 
ceived to be in close alignment, it might 
follow that they would then perceive man- 
agement as willing to offer staff greater free- 
dom, support, and empowerment in the pur- 
suit of their own missions. 

Somewhat more surprising was the find- 
ing of a large difference in change scores on 
the clarity subscale. Since the retreat exer- 
cises did little to bolster the understanding of 
rules, of procedures, or of the daily routine, 
this difference was not anticipated. It is rea- 
sonable to think, however, that the exercises 
might have allowed staff members to put 
their understanding of agency procedures 
into a larger context; to assign greater mean- 
ing to existing policies on the basis of their 
understanding of agency mission. 

Also unexpected was the finding of a sig- 
nificant difference in change scores on the 
physical comfort subscale. This finding 
must, however, be interpreted with caution. 
One of the county projects whose staff at- 
tended a retreat did, in fact, receive some 
improvement of office facilities. Therefore, 
the finding of a large increase in physical 
comfort scores for those staff attending re- 
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treats with no such increase for those who 
did not attend retreats is suspect. It is inter- 
esting to note, however, that a relatively 
large contribution to the increase in average 
physical comfort scores was offered by staff 
from a project that did attend a retreat but 
no improvement in physical facilities. It is 
likely that improvement in perceptions of the 
more intangible aspects of the work environ- 
ment “spilled over” into perceptions of the 
physical environment as well. It should also 
be noted that an examination of mean scores 
for each of the individual county projects did 
not yield evidence of the reverse; that is, that 
favorable changes on any subscores can be 
attributed primarily to the project that re- 
ceived improvement in facilities. 

Clearly, the retreats helped improve per- 
ceptions of the work and of the work envi- 
ronment. While in this instance considerable 
change can be attributed to the retreats, it 
should be recognized that the effectiveness of 
any intervention of the type described here 
might vary widely depending on the setting, 
the format, the prevailing organizational at- 
mosphere, and most decidedly on the skills 
of the facilitator(s). 

The findings of the present study lend sup- 
port for efforts to assess the alignment of 
missions for the purposes of a variety of hu- 
man resources functions, including job- 
placement and job-enrichment. Coca-Cola, 
for example, has devoted time and effort to 
achieving the best possible fit between the 
employee and his or her place in the organi- 
zation, initiating a career development sys- 
tem intended to match organizational and 
unit goals with individual needs (Slavenski, 
1987). McEnery and McEnery (1984) have 
also noted the importance of alignment of 


missions in organizations’ career develop- 


ment efforts. They further point out that 
developing an awareness of personal and or- 
ganizational mission might be particularly 
important for those professionals often re- 
garded as peripheral to an organization’s 
goal. In the social service agency, these 
might include fiscal or other administrative 
staff who, by the nature of their positions, 
find it difficult to recognize their con- 


tributions toward the organization’s social 
goals. 

It is conceivable that the intervention de- 
scribed here could also be called upon to 
serve a diagnostic purpose. An atmosphere 
could be developed within a retreat in which 
any substantive differences among staff in 
perceived agency mission could be brought 
to light and examined in relation to the per- 
sonal needs of the employees. Some organiza- 
tions, however, particularly those with more 
long-standing and deeply rooted moral prob- 
lems, might benefit more from an in-depth self- 
examination process at the agency level, possi- 
bly culminating in some type of corrective 
structural change, rather than (or perhaps in 
addition to) a process of self-examination at the 
individual employee level. 


A METHODOLOGICAL NOTE FOR 
FUTURE RESEARCH 


A troublesome obstacle in the conduct of 
work perception research is evident in the 
present study: the reactive nature of avail- 
able work perception measures. In this 
study, a measurement effect was apparently 
associated with the first administration of 
questionnaires, as is (according to our inter- 
pretation) demonstrated in the general job 
satisfaction measure data. Further, the in- 
trusive nature of the instruments and suspi- 
cion aroused by repeated administrations 
precludes the use of additional administra- 
tions in assessing the longer-term effects of 
the retreat exercises. Although it is possible 
to use some non-reactive measures (e.g., at- 
tendance records, productivity, job turn- 
over, etc.) to study the broader construct of 
job satisfaction, these non-invasive sources 
of data are less suitable as measures of spe- 
cific areas of work environment perception. 
As an alternative, researchers having access 
to large numbers of subjects would benefit 
by considering the use of research designs 
that allow determination of the extent of 
measurement effects (e.g., designs in which 
the presence of a pretest is manipulated, 
such as the Solomon four-group design). 
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In recent years, community support strat- 
egies for individuals with serious and persis- 
tent mental illness have been questioned. 
Community based services have been ineffi- 
cient, often contributing to the need for hos- 
pitalization and inappropriate utilization of 
emergency services. Surles and McGurrin 
(1987) relate the increased utilization of psy- 
chiatric emergency services to the inade- 
quacy of community services for the chron- 
ically mentally ill. Bachrach (1984) points to 
the lack of coordination of community ser- 
vices as an important factor resulting in 
homelessness among individuals with mental 
illness. 

In 1977, the National Institute of Mental 
Health designed the Community Support 
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Program (CSP) to encourage strategies to 
promote successful community tenure. The 
initiative was designed to coordinate the 
fragmented community care system faced by 
clients discharged from institutional care set- 
tings (Turner & TenHoor, 1978). 

Case management is recognized by CSP 
as an essential component of a truly compre- 
hensive, coordinated system of mental health 
and other support services for clients in the 
community. Goldstrum and Manderscheid 
(1983) describe case management as “a ser- 
vice approach whose activities are aimed at 
enhancing the quality of life of the client in 
the community.” This service was designed 
to assist the client in negotiating the barriers 
presented by the disjointed local service sys- 
tem and to encourage successful community 
tenure (Levine & Fleming, 1980; Turner & 
TenHoor, 1978). 

However, there is some agreement on a 
basic set of activities that defines the case 
management function. The Balanced Ser- 
vice System recommended by the Joint 
Commission on Accreditation for Hospitals 
(1976) and followed closely by CSP de- 
scribed the core components as: 1) assess- 
ment of client capabilities; 2) planning spe- 
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cific services for clients; 3) linkage of clients 
with requisite services; 4) monitoring of cli- 
ent progress; and 5) advocacy on behalf of 
the client for required services when prob- 
lems arise in the availability of such services, 
(Feder & Switalski, 1988; Intagliata, 1982; 
Johnson & Rubin, 1983). 

The implementation of case management 
service delivery to individuals with long term 
mental illness in the community varied on 
these dimensions. 

Some models of case management con- 
sider the service as one best performed by 
paraprofessionals with limited educational 
and training backgrounds. This service 
model limits the case manager's duties to the 
tasks listed above (Schwartz, Goldman, & 
Churgin, 1982). Conversely, Lamb (1980) 
argues for the therapist case manager model 
where the case manager is a mental health 
professional who provides the client with 
clinical as well as case management services. 

Academic training may be an important 
factor in determining the case manager's 
ability to perform the case management 
function (Goldstrum & Manderscheid, 
1983). Graham (1980) found a positive rela- 


tionship between the case manager's level of 


education and the time spent delivering cli- 
ent services other than case management. 
This suggests that professionally trained (i.e, 
master’s and doctoral levels) staff may fail to 
deliver the types or levels of services that case 
management clients need. This study exam- 
ines the delivery of case management ser- 
vices to clients enrolled in the New York 
State (NYS) Community Support Services 
Program (CSS), and the relationship be- 
tween the level of academic training attained 
by practitioners of CSS case management 
services and the mix of services delivered to 
clients. 


METHOD AND RESULTS 


The Community Support Services (CSS) 
Program in New York State was developed 
simultaneously with CSP. The target popu- 
lation for the program is individuals with 


serious and persistent mental illness who 
were discharged from inpatient settings and 
are in need of community-based mental 
health and other support services. Since its 
inception, eligibility for CSS has been ex- 
tended to individuals placed in certain resi- 
dential settings such as community resi- 
dences and shelters for the homeless and to 
clients with repeated outpatient contacts 
with the mental health system. Case man- 
agement is one of the 13 services offered 
under CSS and is heavily utilized. In a pre- 
vious study, Pulice and Donahue (1988) 
found that more than half of all CSS clients, 
53%, are enrolled in administratively inde- 
pendent case management programs. How- 
ever, since case management services are not 
exclusive to these programs, this figure un- 
derestimates the number of individuals actu- 
ally receiving the service. Case management 
services are also available from mental 
health clinic, day treatment, continuing 
treatment, and on-site rehabilitation pro- 
grams. 

In April 1988, the NYS Office of Mental 
Health Bureau of Evaluation and Services 
Research, administered a Survey of CSS 
Case Management Services to examine the 
delivery of case management services within 
the CSS system. Surveys were distributed to 
all CSS agencies in all counties of New York 
State where CSS services were available. In 
agencies comprised of multiple program 
units all were provided with questionnaires. 
Of the 310 surveys distributed 227 (73%) 
were returned. One hundred and eighty- 
eight (83%) of these came from the CSS 
program types required to provide case man- 
agement services. These programs staffed 
665 practitioners of case management ser- 
vices who provided service to 14,698 clients 
in the CSS system. Responses were received 
from all mental health regions of New York 
State. 

Data were collected on the educational 
level of individual case managers and on 
estimates of the percent of time case man- 
agers spend providing a variety of services. 
For the purpose of this analysis the services 
were grouped into two categories: core case 
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management functions and clinical/reha- 
bilitation functions. The functions consid- 
ered core case management activities are as- 
sessment of client capabilities, treatment 
pian development, linkage to mental health 
and entitlement services, monitoring of cli- 
ent progress, and advocacy for client services 
and rights. The clinical and rehabilitation 
services are counseling and therapy, crisis 
intervention services, development of em- 
ployment skills, and training clients in daily 
living skills. 

The survey found that most practitioners 
of case management in New York State CSS 
programs had achieved at least bachelor’s 
degrees. Almost one quarter of all case man- 
agers in these programs had earned master’s 
degrees. 

The five case management activities com- 
prised the largest portion (56%) of the typi- 
cal case manager's time. Linkage to requisite 
services accounted for 22% of the case man- 
ager’s time, with 28% of the case manager's 
remaining time spent providing such ser- 
vices as counseling or therapy, training in 
activities of daily living skills, crisis interven- 
tion services, and job development training. 
These clients represent a count of clients 
served by the programs surveyed; the count 
includes some duplication. 


CASE MANAGEMENT FUNCTIONS 
AND EDUCATION 


An analysis of the data examined the rela- 
tionship between the education level and the 
mix of activities undertaken by case man- 
agers. Case managers were divided into two 
groups. Group 1 included all case managers 
who had earned bachelor’s degrees or less (n 
= 505). Group 2 was comprised of case 
managers who reached the master’s level or 
higher (n = 160). 

Case managers in Group | spent a signifi- 
cantly greater amount of their time on case 
management functions (59% vs 46%) than 
did their counterparts who have earned mas- 
ter’s degrees (p < .05). On the otherhand, 
bachelor’s level case managers spent signifi- 


cantly less time (24% vs 34%) with those 
activities usually associated with clinicians 
(p < .001). 

Finally, for all components of the case 
management functions, significant differ- 
ences were found between the two educa- 
tional groups. Two components, assessment 
of client capabilities and planning of client 
services, are more closely related to the men- 
tal health services received by the client than 
other activities. Those case managers who 
were more professionally trained, that is, 
had earned at least master’s degrees, spent a 
significantly greater proportion of their time 
(19% vs 15%) on these activities than did 
their less highly educated counterpart 
(p < .001). 

Those components of the case manage- 
ment function that may be more closely 
linked to the paraprofessional view of case 
management: linkage to requisite services, 
monitoring of client progress, and advocacy 
for client services, were provided to clients 
with greater regularity by case managers 
who earned bachelors degrees (44% vs 
28%) than by case managers who had 
reached higher levels of education. Of partic- 
ular interest, the data indicated a wide dis- 
parity in linkage activities. Case managers 
who earned at least a master’s degree spent 
almost half the time, 13%, on linking clients 
to services, than bachelor’s level practi- 
tioners, who spent 24% of their time on this 
activity. 


DISCUSSION 


The results of this study indicate that the 
formal education of a case manager does 
make some difference in the type of services 
received by the client. Bachelor’s level and 
lesser trained staff were significantly more 
likely to provide traditional case manage- 
ment services than those with additional aca- 
demic background. Recent initiatives in the 
mental health system have emphasized the 
role of the case manager with more attention 
on the traditional services such as monitor- 
ing and advocacy and less attention on clini- 
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cal/therapeutic interventions. This suggests 


that as case management programs are being 
staffed, appropriate educational criteria 
should be determined that are consistent 
with programmatic expectations for the case 
management function. Training should be 
provided to staff that describe and encourage 
activities consistent with the programs’ ex- 
pectations so that the staff are well aware of 
the program constraints. Through the devel- 
opment of collaborative relationships be- 
tween mental health service planners and 
academic institutions, appropriate training 
curricula can be developed to bring this 
about. Over the long term, graduate curric- 
ula should be revised to be consistent with 
the needs of clients and the service demand 
on the mental health system. 
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OPINION 


MANAGED MENTAL HEALTH CARE: 
A BALANCING ACT 


Paul D. Barnes, Ph.D. 


Managed mental health care is a compli- 
cated process of balancing various compet- 
ing forces. Finding the balance between 
those competing forces is a difficult task for 
payors, providers, and patients. Many com- 
peting forces in mental health care operate in 
such an adversarial relationship that it be- 
comes difficult to coordinate interests, and 
thus, coordinate activities. 

The word “competing,” in terms of “com- 
peting forces,” is chosen carefully as the enti- 
ties that make up mental health care appear 
to be competing to a great extent at this 
time. Many, if not most, competing relation- 
ships are those in which one side will win and 
one side will lose. A more ideal situation is 
one in where there is balance to the provision 
and coverage of mental health care. 

The first issue in balancing is “Who” pro- 
vides the care. For the most part, a basic 
principle of managed mental health is that 
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there is a select provider panel. This can fall 
anywhere on the continuum from staff “em- 
ployee-providers” to all community pro- 
viders. Most managed care companies 
would agree that the ideal situation is in 
chocsing providers, since there is greater 
control in managing the care. This is the 
basic principle of span of control which is 
true in any management situation. 
Managed care may look at the need to 
manage the practice patterns of even respon- 
sible providers because they may be subject 
to over-utilization. On the other hand, the 
professional community may ascribe to the 
“bad apple” theory, in which management 
should only weed out the “bad apples.” 
The truth is probably somewhere in be- 
tween. Managed care has probably been 
guilty of a general cynicism towards pro- 
viders, and even a suspicion that they are 
looking for ways to “beat the system.” On the 
other hand, there is clearly a practice pattern 
issue. There are providers who do not pro- 
vide inferior quality, but their pattern of 
psychiatric practice is inconsistent with man- 
aged care, as illustrated by decisions regard- 
ing hospitalization. Thus, the balance must 
be struck between cost effective practice pat- 
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terns and reputation or standing in the com- 
munity. 

The implication is that there are people 
who are “in,” and there are people who are 
“out.” Clearly, there is a high potential for 
disruption in professional relationships be- 
tween those who are “in” and those who are 
“out,” which is already being seen in many 
communities 

A second issue of “Who” is the freedom of 
choice of the individual seeking services. 
Most consumers seem more concerned about 
the accessibility of service than about free- 
dom of choice. 

Beyond the issue of freedom of choice, 
however, there is also the perception issue, 
which is a bias by consumers that if an insur- 
ance company or Health Maintenance Or- 
ganization (HMO) tells them they must see a 
certain person or clinic, their assumption is 
“there must be less qualified providers be- 
cause the HMO is just looking to cut costs.” 
This is an assumption of inferior quality, 
and unfortunately, managed care has occa- 
sionally given good reason to believe this by 
choosing providers only on the basis of the 
cost, clearly a shortsighted strategy. 

Related to economic forces in choosing 
providers is the level of professional provid- 
ing the therapeutic services. Undoubtedly, a 
direct effect of managed care initiatives has 
been the reimbursement of individuals who 
were not reimbursed previously under in- 
demnity coverage—namely people with 
masters level of training. In many ways, 
both psychiatrists and Ph.D. psychologists 
have been bypassed in many systems in fa- 
vor of more “cost effective providers.” Qual- 
ity managed mental health care involves a 
balance between the different levels of pro- 
viders 

The second area addresses the balance of 
“What” services are provided, that is, quality 
of services versus the cost of services. If both 
of these were easy to define, one could do 
simple cost benefit analyses. However, even 
the cost of services is not always so easy to 
define. An example is the utilization review 
of a hospital stay. If the prior experience 
suggests that an individual would stay in the 


hospital 17 days, and the utilization review 
company allows seven days, then there is a 
savings of 10 days. This is but one part of the 
cost benefit. The frequent claim is that pre- 
mature discharge will result in increased cost 
in the long run. Although the case may be 
made that the activities after discharge are as 
important if not more important to recidiv- 
ism as a “premature discharge,” the point 
is that the total cost savings needs to be 
examined. 

Quality is even more difficult than costs to 
determine. Traditionally quality has been 
defined more in terms of provider of the 
service as opposed to the service itself. Cer- 
tain facilities or practitioners are defined as 
“quality providers.” If the outcome is poor, it 
is because the patient was resistant or the 
family would not cooperate. Although there 
are providers who are more skilled than their 
peers, the field is focusing more on outcome 
analysis. In the area of health care, there are 
multiple sources for the outcome definition: 
1) the patient’s perception; 2) the practi- 
tioners perception; 3) recidivism; and 
4) other types of outcome which indicate 
patient progress. 

Beyond quality versus costs in the delivery 
of services, an increasingly important issue is 
the domain of psychiatric services versus the 
domain of social services. Particularly in 
working with adolescents, there has been a 
great increase in the “psychiatric treatment” 
of adolescents who formerly would have 
been part of the social domain. It seems that 
there has been an increase of court-ordered 
treatments and evaluations based on the as- 
sumption that the field of mental health can 
appropriately and effectively deal with ado- 
lescents with these problems. Since much of 
this occurs in a hospital, this raises the issue 
of whether these adolescents need to be 
treated in an inpatient situation or rather in 
an alternative “out of home” situation in 
which they receive psychiatric treatment. 
Certainly, there are adolescents who need to 
be out of the home with some external con- 
trols. The question is whether they need a 


$600 a day in-patient care as opposed to 


alternative community resources. 
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Traditionally many payors did not cover 
some of these services, although this is 
changing. Nevertheless, the issue remains 
whether it is the responsibility of insurance 
coverage as opposed to the responsibility of 
the public sector. Stanford Peele in his book 
The Diseasing of America (Peele, 1989) focuses 
on societal factors in mental health practice. 
He indicates that the net of disorders has 
expanded for psychiatric care without neces- 
sarily substantiating that this care can be 
effective in dealing with these disorders nor 
that it is the place of psychiatric care to 
provide help for these disorders 

Obviously this is a controversial thesis, 
but the fact remains that many adolescents 
are placed in psychiatric hospitals because 
there seems to be no alternative. Bickman 
and Dokecki (1989) point out that the fluctu- 
ation between private and public sectors of- 
ten seems to be cyclical, and it appears that 
the current status is a privatization cycle of 
not only who provides the service, but also 
who covers the services. Clearly many psy- 
chiatric hospitals have capitalized on this 
trend by expanding their capacity for adoles- 
cent services with many of these beds filled 
by adolescents who would not have been 
considered for psychiatric hospitalization 10 
years ago. This has had an impact on the 
mental health system. 

A related issue is that of balancing 
“Where” the services are received. No one 
can dispute the hospital growth that has oc- 
curred in psychiatric services with the ac- 
companying aggressive marketing which are 
designed to fill the increase in beds. Again, 
there is debate as to whether this is progress 
in making services more available or 
whether this has been a negative influence in 
encouraging more costly utilization of ser- 
vices. The truth is that many psychiatric 
hospitals have been effective in promoting 
their services through advertising the avail- 
ability of 24-hour phone services, and the 
availability of outlying evaluation centers. 

However, there appears to be backlash 
with many consumers increasingly sus- 
picious of adolescent care. Employers and 
benefit administrators share this suspicion, 


and unfortunately many have an increasing 
suspicion about psychiatric hospitalization 
or even mental health services in general. 

An additional issue is the adversarial rela- 
tionship between utilization review and in- 
patient facilities and practitioners. To this 
point, most utilization review (UR) has been 
directed to in-patient care, although some 
companies are also monitoring out-patient 
care. A critical problem is one in which the 
patient is caught in the middle of this adver- 
sarial situation. This is particularly true in 
fixed length of stay programs which becomes 
an inevitable conflict in that the UR is look- 
ing at the patient’s condition, whereas the 
facility may be looking at where the patient 
is in the program. If the UR does not pro- 
vide certification for the entire program, 
then the patient will feel “cheated” by not 
being able to complete the program. 

A related issue is the perception of the 
facility or the practitioner that they should be 
an advocate for the patient against the insur- 
ance company. Accordingly, many facilities 
will appeal any UR decision and often com- 
municate to the patient that the UR com- 
pany is only interested in the financial impli- 
cations. The UR entity is in a delicate 
situation in which they must deal with the 
patient as a consumer who has a right to 
know about the coverage, but they also must 
be very cautious about interjecting them- 
selves into the doctor-patient therapeutic re- 
lationship. As long as UR entities see facili- 
ties as intending to keep patients as long as 
the benefit allows and as long as the facility 
views UR entities as only interested in finan- 
cial implications, this situation is unresolv- 
able. 

Balancing “Why” managed mental health 
care exists, rests on the reality of limited 
financial resources. There is the perception 
that insurance carriers or other payors have 
unlimited financial resources. In truth there 
is a finite amount of financial resources 
available for mental health services whether 
those resources are public or private, and all 
entities involved in mental health care are 
interested in their share of those resources. 

Most importantly, because employers 
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want to limit their expenditures for health 
care, they are increasingly viewing mental 
health as an area for reduction. Despite pub- 
lic concern about chemical dependency, 
many employers are still skeptical about the 
need to cover chemical dependency pro- 
grams. Although one may decry their igno- 
rance, their perception is nevertheless a fac- 
tor that drives the entire reimbursement 
system. 

At this point, issues such as rationing care 
may be raised. These are the same issues 
that are evident in health care in general. 
Does one look at the need for care in terms of 
the severity of the condition or at the likeli- 
hood of the care producing a significant 
change? Additionally, there is the issue of 
the prioritization of mental health care in 
relationship to other health care. Is the cov- 
erage of psychotherapy services more impor- 
tant than the coverage of prenatal services? 
Presently, employers who provide health 
care coverage face difficult choices as to how 
they can offer the most benefits within a 
contained cost. 

The final section on providing balance is 
clearly the most difficult, and that is “How.” 
The greatest concern is how adversarial rela- 
tionships and competitive situations can be 
diffused. Extreme positions are taken in re- 
action and sometimes over-reaction to the 
position of the other side. Many discussions 


take the form of posturing and negotiating 
rather than identifying the appropriate solu- 
tion. What can diffuse this adversarial dy- 
namic? 


The first area that most managed care 
companies look is the collaboration between 
practitioners and the managers of care. In 
most cases, this works quite well in terms of 
the relationship between the selected pro- 
viders and the entity providing the manage- 
ment. However, the remnant is those pro- 
viders who are not a part of those 
arrangements. 

A second possibility is the collaboration 
between managed care and facilities. This 
has also occurred but not as commonly as it 
has with practitioners. The question is 
whether there can be a middle ground be- 


tween the interest of the facility and the in- 
terest of the managed care company in that 
the managed care company is trying to limit 
in-patient care and the facility is trying to 
maximize their provision of such care. Some 
propose a methodology by which the facili- 
ties receive a pre-paid fixed dollar amount 
for all services as a means to bypass the 
adversarial relationship, although this can 
raise quality of care issues. 

A third possibility is to determine stan- 
dards of care for which there is a consensus. 
The past experience in the field of mental 
health does not inspire confidence. The na- 
ture of the field and competing interest 
groups make this route difficult. 

A fourth possibility is legislative or regula- 
tory involvement. Some temporary and lim- 
ited impact has been seen in mental health 
practices through such efforts as state man- 
dates. Typically these mandates have focus 
on setting a minimum in-patient day limit. 
This has not provided a solution for anyone, 
especially the consumer. A potentially posi- 
tive legislative involvement would be the cer- 
tification of UR companies, assuming that 
such legislation does not take away the abil- 
ity to perform appropriate review. 

A final possibility is that the patterns of 
managed mental health and of community 
practitioners both gradually change and be- 
come more similar. This seems to be occur- 
ring to some extent. The most aggressive 
managed mental health care companies have 
softened their stance somewhat, and private 
practitioners have gradually recognized 
some of the benefits to managed care with 
resulting changes in practice patterns. 
Clearly, economic forces produce some 
change in the way in which health care is 
practiced. 

The result of this trend might be that man- 
aged mental health care will disappear as a 
separate entity. This does not mean that the 
principles and efforts of managed mental 
health will be gone, but rather there will not 
be a distinct entity that will be considered to 
be “managed care.” What remains will be the 
emphasis on intermediate programs such as 
day treatment and partial hospitalization, an 
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increased emphasis on case management of 
care which looks realistically as discharge 
planning, a decreased variability in lengths 
of stay between facilities, the elimination of 
fixed length programs for adolescents and 
chemically dependent people, and the merg- 
ing of payor and facility interest. 

The strange conclusion is that managed 
care needs to eventually disappear through 
the integration of its principles with the 
mainstream of practice. What will make this 
happen? The not very profound answer is 
time. An analogy can be drawn between this 
situation and the psychotherapeutic relation- 
ship. Time is often a critical variable in pa- 


tients accepting what is happening in their 
lives and making appropriate attitudinal or 
behavioral changes. This may be occurring 
with entities involved in mental health care. 
What is needed is an avoidance of the intran- 
sigence of individual positions and a search 
for opportunities to provide balance in the 
provision of mental health care. 
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